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intestinal sulfonamide 


for treatment 


of colon infections! 


‘Sulfathalidine’ phthalylsulfathiazole is something new in the field of 
enteric bacteriostasis ... a nontoxic intestinal sulfonamide which is 
remarkably effective in smaller dosage. A development of the Medical 
Research Division of Sharp & Dohme, ‘Sulfathalidine’ phthalylsulfa- 
thiazole has demonstrated its therapeutic value in the treatment of 
colon infections in an average daily dose of only 0.05 Gm. to 0.1 Gm. 
per kilogram of body weight. This new intestinal antiseptic maintains 
a high concentration in the gastrointestinal tract where its bacteriostatic 

action markedly alters the bacterial flora. An average of only 5% of the 
ingested drug is absorbed from the bowel and this is rapidly excreted 
by the kidneys. ‘Sulfathalidine’ phthalylsulfathiazole is indicated in the 
treatment of acute and chronic ulcerative colitis . . . regional ileitis and 
ileojejunitis ... and as an adjunct to intestinal surgery. — It is sup 
plied in 0.5-Gm. compressed tablets in bottles of 100, 500 and 1,000. 
Sharp & Dohme, Philadelphia 1, Pa. 
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FOREWORD 


HE QUARTERLY REVIEW OF SURGERY provides a systematic plan, organized 
[ee the purpose of making available a concise and authoritative presentation of 

the current progress, trends, and attitudes in all branches of surgery. Compiled 
from every dependable source, this plan covers all state, national, and special journals 
as well as the bulletins, reports, etc., of the clinics and hospitals. Presented briefly but 
without sacrificing any essential detail, these highly significant data are further en- 
hanced by comments of the members of the Editorial Board, based upon the summar- 
izing their own clinical experiences as well as those of other recognized authorities. All 
data are classified and published under the following headings: 


1. Anesthesia and Analgesia 20. Mediastinum 39. Gynecologic Surgery 
2. Preoperative and Post- 21. Heart 40. Vascular Surgery 
operative Therapy 22. Esophagus 41. Arteries 
3. Surgical Technic 23. Breast 42. Veins 
4. Surgical Infections 24. Diaphragm 43. Orthopedic Surgery 
5. Tumors 25. Abdominal Surgery 44. Fractures 
6. Neurosurgery 26. Abdominal Wall 45. Dislocations 
7. Skull 27. Hernia 46. Bones 
8. Brain 28. Peritoneum 47. Joints 
9. Spine and Spinal Cord 29. Stomach and Duode- 48. Tendons 
10. Peripheral Nerves num 49. Amputations 
11. Sympathetic Nervous 30. Small Intestines 50. Traumatic Surgery 
System 31. Appendix 51. Burns 
12. Head and Neck 32. Colon and Rectum 52. Shock 
13. Oral Surgery 33. Intestinal Obstruction 53. Transfusions 
14. Plastic Surgery 34. Anus 54. Wounds 
15. Thyroid and Parathyroid 35. Liver and Biliary SS. Military Surgery 
16. Thoracic Surgery Tract 56. Experimental Surgery 
17. Chest Wall 36. Pancreas 57. Miscellaneous 
18. Pleura 37. Spleen 58. Book Reviews 
19. Lung 38. Genito-Urinary Surgery 59. Announcements 


It is believed that this plan will assist the reader to locate quickly the articles of 
current interest and will prove most helpful in making readily available the references 
necessary in the compilation of bibliographies on surgical subjects. Under each classifi- 
cation, immediately following the abstracts, there will be published references to current 
articles not abstracted. 


The suggestions and comments of our readers will be gratefully received. 


Henry N. Harkins, M.D., Department of Surgery 
University of Washington, Seattle 5, Washington 
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|. Anesthesia and Analgesia 


LOW SPINAL CORD INJURIES FOLLOWING SPINAL ANESTHE- 
SIA. 


Evert Schildt, Central County Hospital, Umea, Sweden. Acta chir. 
Scandinav. 95:101-31, January 1947. 


A questionnaire was sent to the hospitals in Sweden where it could be 
expected that a large amount of surgery would be done. Replies were re- 
ceived from one hundred and five hospitals or their surgical departments; of 
these only eight reported that they did not use spinal anesthesia; seventy- 
seven used it in a large or fairly large percentage of operations; twenty in 
a smaller percentage (not over 25 cases a year). Altogether these reports 
indicate that over twenty-three thousand spinal anesthetics were used annu- 
ally by these hospitals. The agents used were percaine, novocaine, deci- 
caine (pantocaine) and tropacocaine, percaine most frequently, in approx- 
imately seventeen thousand five hundred of the twenty-three thousand spin- 
al anesthetics. In most cases the reports stated that the injections were made 
“a safe distance” below the conus terminalis; only one surgeon reported in- 
jections between the .seventh and eighth thoracic vertebre for high anes- 
thesia (with no complications). 

Six definite cases of low spinal cord injuries were reported in three 
years by these hospitals answering the questionnaire. In all these cases per- 
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caine was used as the anesthetic. In these cases there were motor and sen- 
sory disturbances in the lower extremities, sometimes accompanied by 
trophic symptoms; 3 patients also showed bladder and rectal disturbances. 
Three of these patients showed definite improvement within six months after 
operation; 2 are still incapacitated; 1 shows residual symptoms, although 
there has been some improvement. 

Study of these cases and a review of the literature indicate that, in 
spinal cord injury due to spinal anesthesia, the cord itself is involved, with 
little or no involvement of spinal nerve roots or spinal ganglia. The injury 
is apparently due to a chemotoxic effect of the anesthetic. Since the author’s 
own study of the incidence of such injuries in Swedish hospitals and 
the reports in the literature indicate that the risk of such postanesthetic in- 
juries is very slight, he considers that the use of spinal anesthesia should 
be continued because of its many advantages. References. 6 figures. 

(1 doubt if injury is due to a chemotoxic agent in all cases.—t. G. 0.) 


CARDIAC RESUSCITATION. 


Mercer Fauteux, Montreal, Que., Canada. J. Thoracic Surg. 16:623- 
37, December 1947. 


The experiments on cardiac resuscitation reported confirm the value 
of cardiac massage, epinephrine and electrical shocks in resuscitation. Fac- 
tors that interfere with successful cardiac resuscitation by such means are: 
(1) hyperirritability of the heart; (2) absence of cardiac tone; (3) in- 
crease in myocardial temperature; (4) peripheral circulatory failure. 
When the myocardial structure is hyperirritable, cardiac stimulation may 
produce fibrillation or a fibrillary state so that even electric shocks may 
not restore normal rhythm. In such cases drugs of the cocaine group are 
useful. For stopping fibrillation in dogs the author has injected a 2 per 
cent solution of procaine (1 to 2 cc.) slowly through the left or right aur- 
icle with good results. Following such an injection one electroshock may 
revive the heart, when repeated shocks were not effective prior to the in- 
jection. 

In some cases in which cardiac massage and epinephrine injection fail 
to revive the heart, there is absence of cardiac tone so that the myocardium 
does not recuperate. In such cases injection of barium chloride through the 
left or right auricular appendage has been found effective; 0.5 per cent 
solution was used in the author’s experiments. 

When repeated electroshocks have been given in order to stop ven- 
tricular fibrillation, the temperature of the myocardium may be raised 
which prevents defibrillation and resuscitation. If the heart is cooled by 
pouring cold saline over the surface of the myocardium, this has been found 
to allow restoration of cardiac activity by methods usually employed. 

In some cases peripheral circulatory failure may develop during at- 
tempts to revive the heart; coordinated beats may be restored but the blood 
pressure remains very low, possibly at zero. In this condition, intracardiac 
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infusions of Ringer’s or dextrose solution or blood were tried. Blood, about 
500 cc., injected into the cardiac cavities through the left or right auricular 
appendages, was found to be the best agent. Cardiac massage, which had 
been ineffective previously, along with this infusion, resulted in a satisfac- 
tory rise in blood pressure. 

An electrocardiograph should be a part of the equipment in every op- 
erating room. Not only is it essential during operations on the heart but 
it is also essential in emergencies such as apparent death when the chest is 
closed and the behavior of the heart cannot be seen. With the electrocar- 
diograph the differential diagnosis between cardiac standstill and ventricu- 
Jar fibrillation can be easily made; this is of special importance for the 
selection of the proper method of resuscitation. The operating room equip- 
ment should also include an automatic respirator, a defibrillator (for re- 
suscitating the heart from ventricular fibrillation), an electrocardiograph 
and the essential drugs for cardiac resuscitation (epinephrine 0.1 per cent, 
procaine, 2 per cent, barium chloride 0.5 per cent and coramine, each in 
a syringe properly labeled). Syringes must be refilled as soon as emptied. 
Cold salt solution (0°C.) and blood should also be in readiness for imme- 
diate use. Surgeons should be trained in the technic of cardiac resuscita- 
tion. 31 references. 6 figures. 


(Good.—t. G. 0.) 


References to Current Articles 


Anesthesia with Intravenous Pentothal Sodium and Local Nerve Block in 
Gynecologic Surgery. James C. McCann, St. Vincent’s Hospital, Wor- 
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Recent Advances in Anesthesia. Robert D. Dripps and Paul R. Dumke, Hos- 
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2. Preoperative and Postoperative 
Therapy 


THE ADMINISTRATION OF DI-ISOPROPYL FLUOROPHOS. 
PHATE (DFP) TO MAN. II. EFFECT ON INTESTINAL MOTILITY 
AND USE IN THE TREATMENT OF ABDOMINAL DISTENTION. 


D. Grob, J. L. Lilienthal, Jr. and A. M. Harvey, Johns Hopkins Uni- 
versity and Hospital, Baltimore, Md. Bull. Johns Hopkins Hosp. 81:245- 
56, October 1947. 


DFP has been found to be a potent anticholinesterase. In studies on 
human subjects, it was found that a single injection of DFP (1 to 3 mg.) 
caused a marked increase in the motility of both the small and the large 
intestine that persisted for two to five hours. This action of DFP was in- 
hibited temporarily by the administration of atropine, morphine or demer- 
ol; and was increased by neostigmine. After the administration of DFP 
the intestine was sensitized to the action of neostigmine, pitressin, morphine 
and tobacco smoke. During and after the administration of DFP, doses of 
neostigmine and pitressin that previously had no effect caused increased in- 
testinal motility with abdominal cramps, nausea and sometimes vomiting 
and diarrhea. This period of sensitization persisted one to three weeks. It 
is attributed to the inactivation of intestinal cholinesterase by DFP which 
is irreversible until the cholinesterase slowly regenerates. DFP has been 
used in the treatment of 64 patients with moderate to severe paralytic ileus, 
supplemented in most cases by neostigmine. Forty-six of these patients had 
distention following major abdominal operations; 8 had peritonitis (fol- 
lowing a perforating wound of the abdomen in 3 cases); 5 had severe pneu- 
monia; 5 had lesions of the spinal cord. The abdominal distention in these 
cases had not been relieved by enemas and the use of a rectal tube. In 46 
cases, including 28 of the postoperative cases, neostigmine was given fol- 
lowing DFP, and in some cases, pitressin was also used. In the less severe 
postoperative cases, DFP alone relieved the symptoms. The dosage that 
has produced satisfactory results, usually within twenty-four hours, in the 
more severe cases is as follows. The initial dose of DFP (given intramus- 
cularly) is 2 mg., followed in three and seven hours by neostigmine (0.5 
to 1 mg. hypodermically) and pitressin (10 to 20 units hypodermically). 
This was followed by 1 mg. DFP at twelve hour intervals for two or three 
doses, with neostigmine and pitressin, three and sometimes seven hours af- 
ter each DFP injection. If necessary 1 mg. DFP may be given daily there- 
after, with neostigmine and pitressin as indicated. Atropine and demerol 
were not given during the period of treatment with DFP; if morphine was 
necessary to relieve pain, its administration was avoided, if possible, dur- 
ing the period of the maximum action of DFP. In the series of cases re- 
ported few untoward symptoms of central nervous system origin were ob- 
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served; 8 patients complained of excessive dreaming; 3 had nightmares; 1 
each vertigo and paresthesias; 1 patient, with severe pneumonia, showed in- 
creased delirium. However, DFP should be used cautiously; the dosage on 
the first day should not exceed 3 to 4 mg. and, on subsequent days, 1 to 2 
mg. Its administration, as a rule, should not be continued for more than 
a week, or a total dosage of 10 mg.; if in any case, further administration 
of DFP is necessary, the dosage should be less than 1 mg. daily and the 
patient should be carefully watched. Because continued administration of 
DFP results in irreversible inhibition of cholesterinase, it is poten- 
tially dangerous. 7 references. 7 figures. 

(This is an interesting experiment in pathologic physiology. We have 
discontinued the use of pitressin and neostigmine because of unfortunate 
constitutional action. We hope that future reports will show this drug to 
be safe under careful administration.—J. H. F.) 


References to Current Articles 


Clinical Aspects of Protein Metabolism. Co Tui, New York Univer- 
sity Medical School, New York, N. Y. Bull. U. S. Army M. Dept. 
8:136-38, February 1948. 

Surgical Aspects of Plasma Proteins (Les aspects chirurgicaux de la pro- 
tidémie). O. Coquelet and M. Van der Ghinst, Brussels, Belgium. Ac- 
ta chir. belg. Suppl. No. 5 and Annex to Supplement No. 5:1-150; 
1-46, 1947. This extensive review considers all aspects. The six chap- 
ters include the following: (1) physical chemistry of proteins; (2) 
plasma proteins; (3) physiopathology of plasma proteins; (4) quan- 
titative alterations in the plasma proteins; (5) clinical aspects; (6) 
therapy. The references, both Belgian and foreign, are up-to-date. 

Value of X-Rays in the Study of Postoperative Emergencies and Compli- 
cations. James T. Case, Chicago, Ill. Am. J. Surg. 74:414-27, Octo- 
ber 1947. 

Early Postoperative Ambulation. Edwin A. Balcher, St. Bernard’s Hospi- 
tal, Chicago, Ill. Am. J. Surg. 74:472-74, October 1947. 
Anuria Observed in Connection with Penicillin Therapy. Bengt Nylen, Ac- 
ademic Hospital and Histological Institute, Uppsala University, Upp- 
sala, Sweden. Acta chir. Scandinav. 95:483-94, Fasc. 6, June 1947. 

Blood Volume Determination. Milton Mendlowitz (Major, M. C., A. U. S.). 
Bull. U. S. Army M. Dept. 8:58-61, January 1948. 
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3. Surgical Technic 


METALLIC SUTURES AND LIGATURES. 


W. Wayne Babcock, Temple University Medical School, Philadelphia, 
Pa. S. Clin. North America 27:1435-60, December 1947. 


Metallic sutures and ligatures have a wide range of usefulness in sur- 
gery because they are nonirritating. Aseptic wounds approximated with 
nonirritating sutures begin union without delay and progressively increase 
in strength. In the presence of contamination metallic. sutures pro- 
mote healing because tissue irritation is avoided. 


Comparative studies of sutures of catgut, silk, and stainless steel wire 
revealed that catgut, plain or chromicized, causes marked destructive tis- 
sue reaction and, in the abdominal cavity, becomes covered with dense ad- 
hesions. Silk produces a mild reaction without necrosis and, in the abdom- 
inal cavity, is covered with fine adhesions. Stainless steel wire causes no 
reaction and no adhesions are formed about it. 


Metallic sutures or ligatures should be made of a substance which is 
strong, flexible and almost insoluble in living tissues so that there will be 
no chemical or electrolytic reaction and no staining. Tantulum and stain- 
less steel surpass other known metals in meeting these requirements. 


Stainless steel wire for surgical use is smooth, has great tensile 
strength (100,000 pounds per square inch), is flexible, resists chemical and 
thermal change and is not tarnished after remaining in living tissues for 
years. Tantulum wire is not as smooth as steel and is more difficult to tie. 
It has less tensile strength but is more resistant to repeated flexion and ex- 
tension and is therefore more suitable for continuous sutures. The cost of 
stainless steel wire in wholesale quantities averages ten cents per hundred 
feet in contrast to the retail price of $8.54 per hundred feet for tantulum. 

The technic of preparing stainless steel wire for surgical use and the 
technic of knot tying are described in detail. 

Stainless steel wire is available in a range of sizes suitable for the 
various tissues. For example, to close an abdominal wound in an adult, 
32 gage (0.00795 inch) wire is used for the peritoneum and overlying mus- 
cle, 30 gage (0.01003 inch) for external oblique aponeurosis or anterior 
rectus sheath and 35 gage (0.00561 inch) for subcutaneous fat and skin. 
Wire can be obtained swaged in atraumatic needles for suturing delicate 
structures. Multifilament wire is available with the filaments either braid- 
ed or twisted together. This type is well adapted for buried continuous 
sutures because it resists repeated flexion and extension. Multifilament wire 
has a slight Gigli saw-like effect when drawn through tissues and, because 
of its capillarity, possibly has a tendency to hold infection in a suture tract. 
For the latter reason, monofilament wire is preferable in a contaminated 
field. 


Because they are strong, durable, and nonirritating, sutures and liga- 
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tures of stainless steel wire may be used in all types of surgical operations. 
They are particularly useful in repair of difficult hernias, incisional hern- 
ias, in reconstruction of bladder exstrophy and in closing wounds in the 
intestines, bile ducts, pancreas, and bladder. (Wire should not be used on 
the mucous surface of the bladder because calcareous deposits may form 
around it.) Stainless steel wire has a definite superiority over other suture 
materials in the presence of contamination as encountered in the repair of 
cleft lip and palate, intestinal fistulas, vesicovaginal fistulas, and rectovag- 
inal fistulas. 

Experiments with animals showed no tissue injury after heavy expo- 
sure to roentgen radiation and diathermy over buried tantulum but patients 
are warned to avoid diathermy and long exposure to solar and roentgen 
radiation. 100 references. 10 figures. 2 tables. 

(We have had little experience with metallic sutures, feeling that no 
suture more than one-third stronger than the tissue through which it goes 
should be used. Fine cotton, closely placed, has been satisfactory in ab- 
dominal closures. For vaginal work we have preferred the finer chromic 
type of catgut.—J. H. F.) 


FOREIGN BODY LOCALIZATION IN THE SOFT PARTS. A 
SIMPLE METHOD REQUIRING NO ESPECIAL TRAINING OR 
EQUIPMENT. 


Clarence E. Gardner, Jr., Duke University, Durham, N. C. Surgery 
23:275-77, February 1948. 


The method consists of inserting, under fluoroscope, two long, slender 
needles at right angles into the tissues at a distance from the proposed in- 
cision so that the needles cross in the approximate location of the foreign 
body. AP and lateral roentgenograms are taken and, with the needles still 
in place, the field is draped and the area explored at operation. The for- 
eign body can usually be found quickly by localizing it in relation to the 
fixed point where the needles cross. 

Most of the methods used in foreign body localization rely upon skin 
markings made with the aid of roentgen ray. Difficulty with this method is 
that the foreign body. shifts in relation to the skin marks if the patient is 
not in exactly the same position on the operating table as under the x-ray 
screen. Furthermore, during the course of operation both foreign body 
and skin marks shift as tissues are retracted. The method described elim- 
inates this error for the two crossed needles anchor the tissues and their re- 
lation to the foreign body does not change. The method is also of value be- 
cause it does not require elaborate equipment or specialized training. 4 
references. 2 figures. 

(It is sometimes most difficult to find a part of a needle buried in 
the tissues of the hand, in spite of roentgen ray localization. We have em- 
ployed the semilunar flap method over the area and have been able to re- 
move even minute pieces by a fairly wide exposure of skin.—3J. i. F.) 
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TALCUM POWDER GRANULOMA. A FREQUENT AND SERIOUS 
POSTOPERATIVE COMPLICATION. 


Ben Eiseman, M. G. Seelig and Nathan A. Womack, Washington Uni- 
versity School of Medicine, Barnes Hospital, and Barnard Free Skin and 
Cancer Hospital, St. Louis, Mo. Ann. Surg. 126:820-32, November 1947, 


In 37 cases of taleum powder granuloma treated at Barnes Hospital, 
the diagnosis was based on the following criteria. Double refractive crys- 
tals were found on microscopic examination in the body of the material 
sectioned. These crystals had the morphology of tale as differentiated from 
lint, fibers of cotton or silk, cholesterol, ete. A typical foreign body reac- 
tion was present in the immediate vicinity of these crystals. There was a 
history of previous operation at the site of granuloma formation and no 
other evident source of origin. Appendectomy was the operation most com- 
monly responsible for tale spillage and the formation of the granuloma 
(49 per cent); laparotomies for other procedures (unknown) accounted for 
11 per cent; gynecologic operations for 11 per cent; genito-urinary, ortho- 
pedic, plastic, thoracic and neurosurgical operations each were responsible 
for at least 1 case of tale granuloma. 


The most common clinical symptom in these cases was sinus forma- 
tion, in 18 cases, 15 of which were abdominal; fecal fistula was present in 
5 cases; intestinal obstruction in 7 cases, tumor mass in 3 cases; neuro- 
logic signs and stenosis in 2 cases each. 


Many of these patients required multiple operations. Lysis of post- 
operative intestinal adhesions was done in 7 cases; bowel resection in 7 
cases; incision and drainage with curettage of sinuses were done in 21 cases. 
There were 2 deaths in the series. 


The danger of the use of talcum powder in all types of surgical pro- 
cedures is clearly indicated by a study of these cases. The best method of 
preventing such complications is the use of wet gloves or the use of some 
innocuous dusting powder. Potassium bitartrate has been used as a sub- 
stitute. More recently formalized starch compounds have been used as dust- 
ing agents, but the starch compounds at present available are not completely 
stable and further modification of such powders is necessary or some other 
adequate and substitute for talcum must be found. 22 references. 2 tables. 
4 figures. 

(As one who has wrestled with the talcum powder problem, the paper 
of Seelig and his associates is most timely. An editorial in J. A. M. A. 
several years ago stated that a hospital that continued the use of talcum 
powder on surgical gloves was liable for civil suit for damages where ad- 
hesions were proved to have formed from its use. 

We have definitely showed under polarized light, foreign body reac- 
tions to talcum powder crystals in the adhesions which were causing intes- 
tinal obstruction. We are now using a form of starch powder which, so 
far, has been fairly satisfactory. However, any powder on the outside of 
gloves should be washed off preoperatively.—J. H. F.) 
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References to Current Articles 


Resuscitation by Cardiac Massage. C. M. Carruthers and J. D. C. Mac- 
Donald, Sarina, Ont., Canada. Canad. M. A. J. 57:380-81, October 
1947. 

A New Infant Tracheotomy Tube. Willard F. Goff, Seattle, Wash. West. 
J. Surg. 55:618, November 1947. 

The Treatment of Angiomata. Origéne Dufresne, Montreal, Que., Canada. 
Canad. M. A. J. 58:139-42, February 1948. 


4. Surgical Infections 


References to Current Articles 


Chemotherapy in Gas Gangrene. W. A. Altemeier, M. L. Furste and W. 
R. Culbertson, University of Cincinnati, College of Medicine, Cincin- 
nati, Ohio. Arch. Surg. 55:668-80, December 1947. In animal exper- 
iments, streptomycin was found to have no specific therapeutic value, 
but penicillin was of definite value in limiting the extent of the infec- 
tion. The use of large doses of penicillin parenterally in conjunction 
with surgery is recommended in the treatment of gas gangrene in man. 
16 references. 6 figures. 

Toxoid Immunization in Experimental Gas Gangrene. A Preliminary Re- 
port. W. A. Altemeier, W. L. Furste, W. R. Culbertson, C. L. Wads- 
worth, A. A. Tytell, M. A. Logan and A. G. Tytell, College of Medi- 
cine, University of Cincinnati and Cincinnati General Hospital, Cin- 
cinnati, Ohio. Ann. Surg. 126:509-22, October 1947. 

Studies of Lymphogranuloma Venereum. Evaluation of the Complement 
Fixation Test with Lygranum. Morris F. Shaffer and Geoffrey Rake, 
Squibb Institute for Medical Research, New Brunswick, N. J. J. Lab. 
& Clin. Med. 32:1060-86, September 1947. 

Streptomycin in the Therapy of Granuloma Inguinale. Herbert S. Kupper- 
man, R. B. Greenblatt and R. B. Dienst, Atlanta, Ga. J. A. M. A. 136: 
84-89, Jan. 10, 1948. 

Elephant Tusks. A Source of Human Anthrax. Roy M. Seideman and Ken- 
neth A. Wheeler, Hartford, Conn. J. A. M. A. 135:837, Nov. 29, 1947. 
Reports a fatal case of anthrax in which the disease was not sus- 
pected clinically, but proved at autopsy. The patient worked in a pi- 
ano key industry where he cut elephant tusks with an electric saw un- 
der a water lubricant. Anthrax bacilli were isolated from tusk scraps 
in the work room. 

Chemotherapy in Surgery. John S. Lockwood, Columbia University and 
Presbyterian Hospital, New York, N. Y. J. A. M. A. 135:747-49, Nov. 
22, 1947. 

Nitrogen Mustard Therapy in Cutaneous Blastomatous Disease. Earl D. 
Osborne, James W. Jordon, Frank C. Hoak and Francis J. Pschierer, 

. Buffalo, N. Y. J. A. M. A. 135:1123-28, Dec. 27, 1947. 

Diagnosis of Clostridial Myositis. Kenneth F. Lowry and George M. Curtis. 
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Ohio State University, Columbus, Ohio. Am. J. Surg. 74:752-57, 
November 1947. 

Essential Therapeutic Adjuvants in the Surgical Arrest of Wolff-Israel Ac- 
tinomycosis. Mims Gage, Champ Lyons and Paul T. DeCamp, Tulane 
University School of Medicine and Ochsner Clinic, New Orleans, La. 
Ann. Surg. 126:568-78, October 1947. 


5. Tumors 


References to Current Articles 


Radical Treatment of Malignant Melanomas of the Lower Extremities. Er- 
nest M. Daland, Massachusetts General Hospital, Boston, Mass. 
S. Clin. North America 27:1136-48, October 1947. Reports 3 cases of 
malignant melanoma of the lower extremities and describes the radi- 
cal surgical treatment of each case. These patients are living and free 
from disease three to thirteen and a half years after operation. 2 ref- 
erences. 3 figures. 

Common and Uncommon Pathways in the Spread of Tumors and Infections. 
Ernest Lachman, University of Oklahoma School of Medicine, Okla- 
homa City, Okla. Surg., Gynec. & Obst. 85:767-75, December 1947. 

Epidermal Carcinogenesis. E. V. Cowdry, Washington University and Bar- 
nard Free Skin and Cancer Hospital, St. Louis, Mo. J. A. M. A. 135: 
408-12, Oct. 18, 1947. 

The Cancer Problem. John J. Morton, University of Rochester, Rochester, 
N. Y. J. A. M. A. 135:957-63, Dec. 13, 1947. 

The Control of Cancer. A. W. Oughterson, New York, N. Y. Ann. Surg. 
126:478-85, October 1947. 

Palliative Treatment of the Patient with Advanced Cancer. Ernest M. Da- 
land, Boston, Mass. J. A. M. A. 136:391-96, Feb. 7, 1948. 

The Chemotherapy of Cancer. Charles Huggins. Surg., Gynec. & Obst. 85: 
660-62, November 1947. An editorial discussion of the chemotherapy of 
cancer, including necrotizing agents, competitive inhibition, nitrogen 
mustards and urethane. 14 references. 

Direct Infiltration of Radioactive Isotopes as a Means of Delivering Ioniz- 
ing Radiation to Discrete Tissues. P. F. Hahn, J. P. B. Goodell, C. 
W. Sheppard, R. O. Cannon and H. C. Francis, Vanderbilt University, 
Nashville, Tenn. J. Lab. & Clin. Med. 32:1442-53, December 1947. 

Surgical Treatment of Irradiation Dermatitis and Carcinoma. D. M. Glover, 
Cleveland, Ohio. Am. J. Surg. 74:735-46, November 1947. 

Clinical Classification of Precancerous Diseases (O klinicheskoi klassifikat- 
sii predrakovykh zabolevanii). A. 1. Kozhevnikov, The Gor’kii Medi- 
cal Institute, U. S. S. R. Khirurgiya No. 9, 38-46, 1947. The pro- 
posed classification includes three groups: (1) skin; (2) mucous mem- 
branes; (3) glands. Each group has two subdivisions: (a) afflictions, 
which tend to develop into malignant tumors; (b) those which do not. 
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6. Neurosurgery 


TRAUMATIC INTRACRANIAL HEMORRHAGE. 


E. S. Gurdjian and J. E. Webster, Wayne University College of Medi- 
cine and Grace Hospital, Detroit, Mich. Am. J. Surg. 75:82-98, January 
1948. 


The authors classify vascular lesions due to trauma as follows: (1) 
epidural hemorrhage; (2) subdural hemorrhage (a) acute type, (b) sub- 
acute and chronic type, (c) acute and chronic types in infants; (3) sub- 
arachnoid hemorrhage; (4) intraparenchymatous hemorrhage (a) petech- 
ial, (b) massive; (5) subdural accumulation of spinal fluid. They empha- 
size that, although a single pathologic entity predominates producing fair- 
ly typical signs and symptoms, usually a combination of lesions coexist in 
a given case. 


The pertinent findings in 35 cases of middle meningeal hemorrhage, 
proved by operation, included the presence of lucid interval in about a 
third of the cases and a large pupil on the side of the lesion with weakness 
or paralysis of the opposite half of the body in over 80 per cent. The 
spinal fluid in 17 of the 18 cases tapped was bloody indicating the im- 
portance of not mistaking epidural hematoma for a serious parenchyma- 
tous involvement because of the presence of bloody spinal fluid. 


There were 39 patients with acute subdural hemorrhage and the indi- 
cations for operation in this group included lucid interval in 20 per cent of 
the cases and hemiparesis or hemiplegia in 50 per cent; the most important 
single finding was increasing stupor or unconsciousness with evidences of 
localizing signs. Sixty-five patients with chronic subdural hematoma are 
reported upun with headache and hyperpathia over the lesion in 42 of the 
cases. In 2] there was an associated fracture of the skull. Subdural collec- 
tion of spinal fluid is discussed on the basis of 29 operated cases. This con- 
dition mimics subdural hematoma. The indications for operation are es- 
sentially the same as those of a traumatic mass lesion, 


They conclude that there is a similarity of symptoms and signs in the 
various types of acute traumatic intracranial hemorrhagic collection. The 
one single important symptom justifying exploration is increasing drowsi- 
ness or stupor. They emphasize that the neurologic status of the patient 
should be studied frequently. The progress of neurologic findings may be 
suggestive of an enlarging mass lesion. On repeated examinations if the 
patient shows increasing weakness of one-half of the body, eventuating in 
paralysis, he may be afflicted with an enlarging blood clot. On the other 
hand, if a paresis or a paralysis has been found to exist soon after injury, 
its causation by contusions and bruises of cerebral tissue is much more like- 
ly and therefore operative intervention may not be considered in such a 
case. In the presence of inequality of pupils the dilated pupil is usually 
on the side of the lesion. Papilledema is quite rare in these acute cases. 
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The vital functions may show alterations from normal, a slowing pulse rate 
and a lowering respiratory rate may accompany mass lesions. An increase 
in blood pressure, although rare, may signify an increasing intracranial 
tension. 

In subacute and chronic subdural hematomas, the presence of unilat- 
eral headaches and hyperpathia of the scalp over the pathologic lesion are 
emphasized. The association of severe brain injury with subdural hema- 
toma produces long disability and the recognition of a complicating sub- 
dural hematoma in long-continued unconsciousness following trauma is im- 
portant. 5 tables. 13 figures. 

Author’s abstract. 


THE CONSERVATIVE TREATMENT OF THIRD VENTRICLE 
TUMORS. 


Arthur Ward and R. Glen Spurling, University of Louisville School 
of Medicine, Louisville, Ky. J. Neurosurg. 5:124-30, March 1948. 


For practical purposes, neoplasms of the third ventricle of the brain 
can be divided into two groups: (1) completely benign lesions such as col- 
loid cysts, cysts of the septum pellucidum, etc. (when an accurate diagno- 
sis of such lesions has been made by ventriculography, there is no question 
of the excellent results which may be obtained by direct surgical remov- 
al); (2) gliomas arising from neighboring nervous tissue and also the tera- 
tomas that originate in the region of the pineal gland (following total or 
subtotal removal of such tumors, the operative and case mortality is ex- 
ceedingly high and is at least 40 per cent; mortality is about the same for 
both pinealomas and gliomas in this region and thus their treatment can be 
considered together). 

In all patients in whom the symptoms, neurologic signs and ventricul- 
ogram conclusively demonstrate the presence of a third ventricle tu- 
mor (other than a colloid cyst), a subtemporal decompression is performed 
and this is followed by intensive irradiation. In those cases in which the 
patient fails to respond to this conservative regimen, a direct surgical at- 
tack on the lesion is carried out. In this way the occasional misdiagnosed 
cyst (colloid or of the septum) will be demonstrated, and subtotal removal 
of malignant lesions with histologic verification can be carried out. 

The subtemporal decompression was undertaken in each instance to 
preserve eyesight and to relieve headache and vomiting. If every third ven- 
tricle neoplasm were highly radiosensitive, the decompressive operations 
might be dispensed with. However, if the lesion proved not to be radiosen- 
sitive, the decompression is a valuable safety valve during the three or four 
weeks required for the roentgen treatment. It also gives reliable informa- 
tion regarding the block of the cerebrospinal pathways. Thus in all cases 
in which the decompression fails to become flat within eight weeks follow- 
ing irradiation, a surgical exposure of the third ventricle is indicated. A 
procedure such as the Torkildsen ventriculostomy would fulfill all the cri- 
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teria for reestablishment of the spinal fluid pathways mentioned above. But 
under such circumstances, one would have no way of knowing whether the 
neoplasm was radiosensitive until actual damage to the diencephalon had 
occurred. Likewise, a recurrence would remain unrecognized for a longer 
period. For these reasons it is felt that the sacrifice of nervous tissue in 
the temporal lobe is justified. 

Fourteen patients have been so treated. Of these 2 failed to respond 
and subsequent reoperation disclosed cysts (misdiagnosed by roentgenogra- 
phy) which were removed. Six patients had malignant gliomas which were 
proved at subsequent reoperation and 5 died within three years. Finally, 
6 patients (including 3 with probable pineal tumors) treated in this man- 
ner did well and all are at present living. 6 references. 1 table. 

Author's abstract. 


References to Current Articles 


Relief of Pain by Operations on the Central Nervous System. William H. 
Sweet, Massachusetts General Hospital, Boston, Mass. S. Clin. North 
America 27:1254-62, October 1947. Discusses indications for and prob- 
able results of thoracic, cervical, bulbar and mesencephalic tractoto- 
my, bulbar trigeminal tractotomy, bilateral frontal lobotomy and par- 
tial postcentral gyrectomy in relief of intractable pain. Reports 4 cases. 
14 references. 1 figure. 

The Growth of Neurosurgery. Jefferson Browder, Brooklyn, N. Y. Am. 
J. Surg. 75:1-2, January 1948. 

Neurosurgery (and the Neurosurgeon) in World War II. R. Glen Spurling, 
Louisville, Ky. J.-A. M. A. 135:473-76, Oct. 25, 1947. 

Potassium Content of Normal Cerebrospinal Fluid. James A. Helmsworth, 
University of Cincinnati, Cincinnati, O. J. Lab. & Clin. Med. 32:1486- 
90, December 1947. 

Cranial Arteritis. Report of Its Occurrence in a Young Woman. Lawrence 
Meyers and Jere W. Lord, Jr., New York, N. Y. J. A. M. A. 136: 
169-71, Jan. 17, 1948. 


7. Skull 


FURTHER STUDIES ON SKULL FRACTURES AND BRAIN 
INJURIES. 


Harry E. Mock, Chicago, Ill. Am. J. Surg. 74:502-16, November 1947. 


This article represents a summary of twenty-five years of study and 
experience with skull fractures and brain injuries. The treatment of five 
hundred and eighty-four proved skull fractures and six hundred ninety-five 
serious brain injuries with fractures, represents the author’s experience. In 
addition, he has analyzed six thousand, five hundred and forty-four hospital 
records representing each consecutive skull fracture admitted to twenty-six 
hospitals during various five year periods. An exhaustive review of the 
literature is set forth. 
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Recognizing that the brain injury and not the skull fracture is of para- 
mount importance, the author uses proved or practically proved (ba- 
sal fractures) skull fractures as a common denominator of comparable ser- 
iousness for analyzing and comparing methods of management and mortal- 
ity rates. 

A cross section of management of brain injuries throughout the coun- 
try is found in the analyses of the six thousand, five hundred and forty-four 
hospital records. Sixty-six per cent of these cases were treated by general 
surgeons, 34 per cent by neurosurgeons. The nationwide distribution of 
brain injuries makes this a general surgical problem. Furthermore, the fact 
that from 45 per cent to 60 per cent of the brain injury fatalities occur 
in the first twenty-four hours, indicates the extreme responsibility placed 
upon the physician or surgeon first seeing the case. Authorities agree that 
morphine is contraindicated and any type of oversedation raises the mor- 
tality rate. 

Dehydration by 50 cc. of 5 per cent glucose solution, intravenously, 
combined with rectal magnesium sulfate was sufficient in 50 per cent of 
the author’s cases without resorting to spinal drainage or operation. Dehy- 
dration used judiciously and guided by blood chemistry observations 
proved to be of clinical value. In forty-three articles on brain injuries writ- 
ten during the last decade, 34 authors advocated dehydration; 9 opposed 
it. 

Spinal drainage, the most controversial of all procedures twenty years 
ago is definitely lifesaving and used by the author in 35 per cent of his 
cases. Definite signs and symptoms indicating the need of spinal drainage 
are set forth. It must be used early before or when signs and symptoms 
indicate medullary compression is threatened or present. Thirty to 60 ce. 
of spinal fluid must be removed; lesser amounts are inadequate unless there 
is frequent repetition of lumbar puncture 

Routine spinal drainage is not necessary but is usually a wise proced- 
ure. (Table shows results of this theory). 

In forty-two of the recent articles referred to, only 1 author condemned 
spinal drainage, 2 others were unenthusiastic, while 39 recommended it. 


SPINAL DRAINAGE IN FIVE HOSPITALS 
Time & Amount of Drainage & Mortality Rates 


Gross Punctures Average Death 

Death Lumbar First Amount Rate in 

Source No. of Rate Punctures 24 Hr., Fluid Group 3 

Cases Per Cent Per Cent Per Cent Drained Per Cent 
Author’s 421 16.8 36.0 84 40 ce. 29 
Hospitals A & B 184 18.5 70.0 80 40 ce. 21 
Hospital H 1.342 28.4 32.0 60 28 ce. 37 
Hospitals R & S 112 41.0 19.0 20 7 cc. 7 


Only 9 per cent of author’s cases were operated upon. During sub- 
temporal decompression popularity, operative rates from 25 per cent to 30 
per cent were recorded. Probably due to war surgery influence, some neuro- 
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surgeons show operative rates today from 18 per cent to 32 per cent. In 
the comparative study of management, gaged by mortality rates, the best re- 
sults follow conservative operative rates. The average surgeon should not 
attack the brain surgically in the daring manner of some neurosurgeons. 
In 6 per cent of the author’s skull fracture cases, no treatment except bed 
rest for one to three weeks was necessary. 

Comparison of the following mortality rates furnishes the strongest ar- 
gument for good management. 


Author 421 Cases 16.8 per cent mortality rate 
Good Hospitals A - D 323 Cases 30 to 42 per cent mortality rate 
Average Hospitals E-I 2,033 Cases 17 to 21 per cent mortality rate 
Poor Hospitals J -S 750 Cases 23 to 29 per cent mortality rate 


The high mortality rates from skull fractures and brain injuries are a 
challenge to every surgeon. They can be reduced. 9 references. 10 tables. 
Author’s abstract. 


References to Current Articles 


Advances in Head Injuries. Barnes Woodhall, Durham, N. C. J. A. M. A. 
135:816-19, Nov. 29, 1947. Discusses the methods of treatment em- 
ployed in World War II. The same general principles of treatment 
can be applied in civilian traumatic neurosurgery. 16 references. 

Preliminary Report on Experimental and Clinical Studies with Polythene 
Film. M. Hunter Brown, John H. Grindlay and W. McK. Craig, Mayo 
Foundation and Mayo Clinic, Rochester. Minn. Proc. Staff Meet. 
Mayo Clin. 22:453-56, Oct. 1, 1947. In studies on experimental ani- 
mals, polythene film has been found a satisfactory substitute for dura 
mater. It has been used in a small series of clinical cases for repair 
or replacement with satisfactory results. 


8. Brain 


THE TREATMENT OF FOCAL EPILEPSY BY CORTICAL EXCIS- 
ION. 


Wilder Penfield and Harry Steelman, McGill University and Montreal 


Neurological Institute, Montreal, Que., Canada. Ann. Surg. 126:740-61, 
November 1947. 


Operation for focal epilepsy was done in 76 patients, with 1 death. 
due to infected extradural hematoma and meningitis. Cortical excision was 
done in 59 of the 75 surviving patients, and craniotomy in 16 instances. 

Of the 59 patients who had cortical excision. 15 (25.3 per cent) were 
completely free of seizures for periods varying from one to seven years: 
18 (30.5 per cent) were almost completely free from seizures and most of 
these patients considered themselves cured. Thus 33 patients (55.8 per 
cent) had good results. Eight other patients (13.6 per cent) showed 50 per 
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cent improvement. Seven patients were only slightly improved and 11 pa- 
tients showed no definite improvement (these 18 patients had recurrence of 
attacks within the first six months). 

In the cases in which cortical excision was done, the local lesion in 
the brain was due to birth injury in 17 cases; 13 of these patients were 
cured or almost completely cured. Gross head trauma was the cause in 26 
cases, with good results in 50 per cent. In 9 cases the cause of the local 
lesion was an infectious process with good results in 56 per cent. In 7 cases 
in which the cause was unknown, good results were obtained in only 2 cases. 
The best results were obtained in cases in which the area of excision was 
in the frontal pole and the central area with 73 and 67 per cent good re- 
sults respectively. 

In 41 per cent of the patients with cortical excision, physical and neu- 
rologic examination showed evidence of a local brain lesion, in addition 
to definite signs of local injury or deformity of the skull; operation gave 
good results in 67 per cent of this group, as compared with 49 per cent in 
the group not showing such evidence of localization. 

Preoperative encephalograms were made in all these cases. When the 
encephalograms showed a localized discharge with secondary conduction of 
abnormal waves to the opposite side an excellent prognosis for the excision 
operation was indicated since good results were obtained in 88 per cent 
of these cases. The electroencephalogram in the hands of an experienced 
interpreter should prevent an attempt at operation in cases of idiopathic 
epilepsy. Postoperative encephalograms in the 56 of the 59 patients after 
excision showed that the encephalogram was normal or much improved in 
27 cases; 25 of these patients showed clinically good results from the op- 
eration. 

The best guide to the localization of an epileptogenic zone is the pat- 
tern of the epileptic seizures, but this should be supplemented with electro- 
encephalographic study by an expert. 33 references. 8 tables. 7 figures. 


THE ROLE OF PINEALOMAS IN THE CAUSATION OF DIA- 
BETES INSIPIDUS. 


Gilbert Horrax, Lahey Clinic, Boston, Mass. Ann. Surg. 126:725-37, 
November 1947. 


In the past fourteen years the diagnosis of pinealoma has been made 
in 17 cases; in 12 the diagnosis was verified histologically by operation 
or at autopsy. In the other cases diagnosis was based on localizing neuro- 
logic signs and ventriculography which showed a tumor projecting from the 
pineal region into the posterior region of the third ventricle. In the 17 cases 
there have been 5 of well-marked diabetes insipidus. These cases are 
reported in further detail. 

In 1 case, the diagnosis of pinealoma was verified histologically at 
autopsy; the tumor cells were found to have invaded the hypothalamus and 
posterior lobe of the pituitary and involved the tract of nerve fibers (in- 
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terruption of which has been showed to cause diabetes insipidus). In the 
second case, the growth was removed at operation; it was found to be an 
ectopic pinealoma in the suprasellar region and obviously compressed the 
same tract of nerve fibers as was involved in the first case. The polyuria 
was greatly diminished after removal of the tumor. In the other 3 cases 
the diagnosis was made by ventriculography; this indicated an invasion of 
the same tract as in the first 2 cases. Roentgenotherapy was employed in 
these cases. In 2 cases the rays were directed to the suprasellar area, in- 
cluding the hypothalamus as well as to the pineal region; these patients 
have been in good general condition for six and seven years. One patient 
has showed considerable and another less improvement in the diabetes in- 
sipidus. In the third patient the diabetes insipidus did not develop until 
nine years after the onset of the symptoms of intracranial pressure and the 
first roentgenotherapy during which period the patient remained well. Fur- 
ther roentgenotherapy (with the rays directed to both the suprasellar and 
the pineal region) resulted in little improvement on the diabetes insipidus 
but the patient has adjusted himself to this handicap and is otherwise in 
good health, the period of survival being fourteen years since the onset of 
symptoms of pineal tumor. 8 references. 10 figures. 


PENETRATING WOUNDS OF THE CEREBRAL VENTRICLES. 


Henry G. Schwartz and George E. Roulhac, Washington University, 
St. Louis, Mo. Ann. Surg. 127:58-74, January 1948. 


This is an analysis of 50 proved cases of ventricular penetration. Ven- 
tricular penetration was verified by direct inspection at the time of opera- 
tion or at postmortem examination. There were 15 deaths in the group 
including 1 patient who died before operation. 

Of 13 cases operated upon there were 4 deaths, all of which were 
due to brain damage. Of 36 cases which were operated upon at forward 
hospitals, 31 required reoperation. There were 10 deaths in this group, of 
which 9 were due to infection. 

Factors in mortality and morbidity are reviewed with illustrative case 
histories. The primary factors in mortality and morbidity are: (1) intro- 
duction of infection with resultant ventriculitis; (2) hemorrhage in the ven- 
tricular system; (3) associated damage to vital centers in the brain. In 
those cases of ventricular injury which survive long enough to reach sur- 
gery, infection is at least as responsible as vital brain damage in the cause 
of death. 

Treatment consisting of prompt and thorough debridement of the en- 
tire brain tract including the ventricle may be expected to lower the mor- 
tality rate. Such debridement should be carried out under direct vision. 
Infected cases should be handled in the same way with removal of debris, 
retained bone fragments and pus and closure of the wound without drain- 
age. 

Direct instillation of penicillin at the time of operation (plus penicil- 
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lin parenterally) and sulfadiazine are effective only when combined with 
necessary surgery. 3 references. 7 figures. 
Author’s abstract. 


SURGICAL TREATMENT OF TUMORS OF THE PITUITARY 
BODY. 


Leo M. Davidoff and Emanuel H. Feiring, Montefiore Hospital, New 
York, N.Y. Am. J. Surg. 75:99-136, January 1948. 


The symptomatology and treatment of a series of ninety-three chromo- 
phobe adenomas, twenty-five chromophil adenomas, one pituitary carci- 
noma and 5 cases of Cushing’s syndrome are presented. 

The symptom complained of most commonly by patients with chromo- 
phobe adenomas was impairment of vision. Next in frequency were head- 
ache and disturbances of sexual function. Patients with acromegaly com- 
plained chiefly of headache and alterations of their features. Demonstrable 
visual disturbances resulting from pressure on the optic chiasm and nerves 
were exceedingly frequent, especially in the group of chromophobe adeno- 
mas. Their diagnostic importance is stressed. The presence of a bitempo- 
ral hemianopsia specifically indicates a lesion involving the optic chiasm. 
For the detection of early visual field changes, the use of the tangent screen 
at a distance of 2 M., together with small test objects, is extremely valua- 
ble. Confirmatory roentgenographic evidence of an intrasellar tumor, con- 
sisting of enlargement and atrophy of the sella turcica, was present in the 
vast majority of cases of chromophobe adenoma. To a lesser extent, this 
was also true of the eosinophilic tumors. In the few cases of chromophobe 
adenoma in which the sella turcica remained normal in size and in which 
some doubt was felt concerning the nature of the lesion, additional infor- 
mation was obtained by means of pneumoencephalography. Tumors aris- 
ing from the pituitary body displace the cisterna interpeduncularis dorsal- 
ly and either obliterate the cisterna chiasmatis or displace it rostrally. De- 
formities may be also noted in the hypothalamic portion of the third ven- 
tricle and the floor of the frontal horns of the lateral ventricles. 

The single instance of a malignant adenoma occurred in an 18 year 
old boy. 

Four of the 5 cases of Cushing’s syndrome occurred in women. All 
presented the characteristic manifestations of the disease in varying 
degrees. 

It is the practice of the authors to treat pituitary tumors initially with 
irradiation unless vision is so severely impaired that the danger of amau- 
rosis renders surgical intervention imperative. Most cases in this series were 
treated in accordance with this view. Careful surveillance of the patient’s 
progress was maintained during radiation therapy, the important guides be- 
ing the direction of change of the visual acuity and visual fields. Provided 
further loss of vision was halted, even if no improvement was apparent, 
irradiation was continued. If vision deteriorated, operation was promptly 
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undertaken. Of 59 cases of chromophobe adenoma treated with irradiation, 
improvement was obtained in 18 (30.5 per cent). Visual failure was halted 
and vision stabilized at a satisfactory level in another 7 patients. Thus 
25 patients (42.5 per cent) were favorably affected by radiation therapy. 
Of twenty-nine chromophil adenomas treated with irradiation, improve- 
ment resulted in eighteen (62 per cent). Twenty-eight patients with chrom- 
ophobe adenomas were subjected to surgery following radiation ther- 
apy. Operation, followed by roentgenotherapy in all but 6 cases, was per- 
formed in another 23 patients. Of a total of 51 patients operated upon, 34 
were improved, 4 unimproved and 4 died postoperatively. There were 9 
instances of recurrences. The treatment of recurrences followed the same 
plan advocated for cases receiving initial therapy. Five patients with ac- 
romegaly were treated surgically with resultant improvement in 2. Exclu- 
sive of recurrences, the sum total of operations performed was fifty-nine. 
There were 8 postoperative deaths with a resultant mortality figure of 13.6 
per cent. 

Since Cushing’s syndrome may be associated with an adrenal tumor, 
diagnostic procedures to investigate this possibility must be instituted. In 
1 of the 5 cases reported, an adrenal tumor was found and removed. No 
obvious improvement was noted in 3 patients treated with irradiation to the 
pituitary. Implantation of radon seeds into the sella turcica was performed 
in 1 case. Insufficient time has elapsed to determine the value of the pro- 
cedure. Favorable results appear to have been obtained in 1 patient treated 
with potassium chloride. 20 references. 12 tables. 18 figures. 

Author’s abstract. 


References to Current Articles 


Prefrontal Lobotomy in the Chronic Depressive States of Old Age. Abra- 
ham Myerson and Paul G. Myerson, Boston State Hospital and Tufts 
College Medical School, Boston, Mass. New England J. Med. 237: 
511-12, Oct. 2, 1947. | 

Prefrontal Lobotomy. Indications and Results in Schizophrenia. James W. 
Watts and Walter Freeman, Washington, D. C. Am. J. Surg. 75:227- 
30, January 1948. 

Cortical Extirpation in the Treatment of Involuntary Movements. Paul C. 
Bucy, Chicago, Ill. Am. J. Surg. 75:257-63, January 1948. 

Section of the Fibers of the Anterior Limb of the Internal Capsule in Par- 
kinsonism. Jefferson Browder, Brooklyn, N. Y. Am. J. Surg. 75:264- 
68, January 1948. 

Surgical Treatment of Epilepsy. A. Earl Walker and Herbert C. Johnson, 
Baltimore, Md. Am. J. Surg. 75:200-218, January 1948. 

Abscess of the Brain. Edgar F. Fincher, Atlanta, Ga. Am. J. Surg. 75: 
171-77, Jan. 1948. 

Diagnosis of Intracranial Aneurysms. James L. Poppen, Boston, Mass. Am. 
J. Surg. 75:178-86, January 1948. 
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9. Spine and Spinal Cord 
SURGICAL RELIEF OF PAIN IN PARAPLEGIC PATIENTS. 


L. Willard Freeman, New Haven, Conn. and Robert F. Heimburger, 


Chicago, Ill. Arch. Surg. 55:433-40, October 1947 


In patients with paraplegia resulting from war injuries of the spinal 
cord, drugs that produce addiction should not be used for relief of pain. 
The pain in paraplegic patients is of three types: (1) somatic; (2) sym- 
pathetic; (3) psychic. Somatic pain is sharp, intermittent and conforms 
to dermatome patterns; it occurs most frequently in patients with injuries 
to the cauda equina. Sympathetic pain is constant, dull, aching or burn- 
ing, less definitely localized, resembling the pain of peripheral vascular 
disease. Psychic pain has no definite characteristic features and cannot be 
clearly described by the patient; it is associated with emotional instability. 
Differential diagnosis is more difficult when more than one type of pain 
is present in the same patient. 

When psychic pain is the most important factor, placebo therapy is 
of benefit. Sympathetic nerve block may temporarily relieve sympathetic 
pain. Procaine hydrochloride anesthesia of trigger points should be used 
in any case in which such points can be demonstrated. Caudal or extradural 
procaine hydrochloride anesthesia temporarily relieves somatic pain but 
does not influence psychic pain. Controlled spinal anesthesia (described by 
Fay and Gotten) has been used in modified form as an indication of the 
probability of good results from intraspinal operations. Any of these pro- 
cedures may give permanent relief, especially if they are used repeatedly. 

Lumbar sympathectomy was done in 5 patients, but none of these were 
entirely relieved of pain, and only 2 had partial relief. Dorsal rhizotomy 
was done in 3 patients with temporary partial relief of pain. Decompres- 
sive laminectomy in 5 patients gave no relief. Chordotomy in 45 patients 
gave complete relief in 34 patients, partial relief in 9 patients and no re- 
lief in 2 patients. Six of these patients were operated upon twice. All the 
patients in whom the level of analgesia after operation was above the der- 
matome area of referred pain were completely relieved of somatic pain. 
No permanent involvement of the bladder resulted from the operation in 
any case. Seven of the 45 patients showed some degree of spasticity after 
operation (slight in all but 1 case) but none showed any permanent loss 
of motion that had been present before operation. On the basis of these re- 
sults, the conclusion is drawn that high bilateral chordotomy below the arm 
area is the best method of treating sympathetic and somatic pain in the 
trunk and lower limbs in patients with i mpry of the spinal cord. 9 refer- 
ences. 3 figures. 


References to Current Articles 


Tumors of the Spinal Cord. Winchell McK. Craig, Mayo Clinic, Rochester, 
Minn. Am. J. Surg. 75:69-81, January 1948. 

Scoliosis. Clarence A. Ryan, Vancouver, B. C., Canada. Canad. M. A. J. 
58:170-74, February 1948. 
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Lateral Rupture of Cervical Intervertebral Dises. Incidence and Clinical 
Varieties. R. E. Semmes, Memphis, Tenn. Am. J. Surg. 75:137-39, 
January 1948. 

Fractures and Dislocations of the Spine. W. Gayle Crutchfield and E. C. 
Schultz, Charlottesville, Va. Am. J. Surg. 75:219-26, January 1948. 

Ruptured Intervertebral Discs in the Lower Lumbar Regions. R. Glen Spur- 
ling and Everett G. Grantham, Louisville, Ky. Am. J. Surg. 75:140- 
58, January 1948. 

Aspiration Biopsy in Diagnosis of Lesions of Vertebral Bodies. José Valls, 
Carlos E. Ottolenghi and Fritz Schajowicz, Buenos Aires, Argentina. 
J. A. M. A. 136:376-82, Feb. 7, 1948. 

Idiopathic Scoliosis. A Method of Correction. Goronwy E. Thomas, Liv- 
erpool, England. J. Bone & Joint Surg. 29:907-17, October 1947. 
Rehabilitation of Veterans Paralyzed as the Result of Injury to the Spinal 
Cord and Cauda Equina. Donald Munro, Cushing Veterans Adminis- 
tration General Hospital, Framingham, Mass. Am. J. Surg. 75:3-18, 

January 1948. 


10. Peripheral Nerves 


NERVE LESIONS COMPLICATING CERTAIN CLOSED BONE IN- 
JURIES. 


Herbert John Seddon, Oxford, England. J. A. M. A. 135:691-94, Nov. 
15, 1947. 


That serious nerve injuries are rare in closed fractures of the arm is 
indicated by statistics from the accident service of Radcliffe Infirmary, Ox- 
ford, England. Of one hundred and twenty-three fractures of the arm in 100 
patients, there were two serious and five minor nerve injuries. In over two 
thousand, five hundred nerve injuries treated at the Oxford Peripheral 
Nerve Injuries Centre, a special study was made of those resulting from 
closed fractures of the upper extremity, excluding traction injuries, 
in which it was evident that the bony injuries were incidental and not the 
true cause of the nerve damage. 

In the 79 cases of this type in this series, there were 12 cases in which 
two or more nerve trunks were injured as a result of bone injury in the region 
of the shoulder (fractures, dislocations, or fracture-dislocations). In all 
these cases there was excellent recovery under conservative treatment; the 
damage was evidently an axonomatosis. In 16 cases there was injury of 
the circumflex nerve due to injury in the region of the shoulder, usually 
dislocation with or without fracture of the great tuberosity. In this group, 
there was good recovery of nerve function in only 7 cases, imperfect recov- 
ery in 2 cases and no improvement in 7 cases. In 2 cases exploratory oper- 
ations were done; in both the nerve was in continuity; in 1 biopsy indicated 
that the injury to the nerve was a traction injury. In 1 case the outer head 
of the median nerve was damaged by dislocation of the shoulder with frac- 
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ture of the great tuberosity; recovery was indifferent but no exploratory 
operation was done. 


Fractures of the shaft of the humerus most frequently injured the ra- 
dial nerve; there were 37 complete motor paralyses due to such injury; 
in 8 of these cases the nerve was divided. In a number of cases there 
was a delay of several months before the patients came to the Peripheral 
Nerve Injuries Centre, because paralysis persisted after treatment of 
the fracture had been completed. In the treatment of fractures of the hu- 
merus in which there is evidence of radial nerve injury, the mobility of 
the joints must be maintained and the volume of the paralyzed mus- 
cles maintained by regular galvanic stimulation. Then careful observations 
must be made to determine whether there is evidence of nerve regeneration, 
on the calculation that the axons grow at a rate of 1 mm. a day. Electro- 
myographic tests give a more delicate index of recovery than clinical ex- 
amination. If action potentials are absent in the proximal muscle at the 
time when the nerve should have regenerated to this area, exploratory op- 
eration should be done and nerve suture if indicated. In 2 cases of frac- 
ture of the humerus and resulting traction on the limb, the median nerve 
snapped, with retraction of the nerve ends and intraneural damage in the 
stumps. Treatment was by nerve grafting; in 1 case, in which a homogenous 
graft was used, results were poor; in the other case an autogenous graft 
was successful. 


In the cases of nerve injury due to injuries at the elbow or at the wrist, 
or to fractures of the shaft of the radius and ulna, there was complete re- 
covery in all but 2 cases, and only a little residual weakness in 1 of these 
cases. 2 tables. 7 figures. 


References to Current Articles 


Regeneration in the Ulnar, Median and Radial Nerves. Edward Hamlin, 
Jr., Massachusetts General Hospital, Boston, Mass. S. Clin. North 
America 27:1052-61, October 1947. In 171 cases of injury to the 
ulnar, median and radial nerves, a satisfactory end result was obtained 
in 85 per cent. The ulnar nerve showed successful regeneration most 
frequently, in 90 per cent of cases. 2 references. 4 tables. 2 figures. 


Diagnosis and Treatment of Tardy Paralysis of the Ulnar Nerve. Based 
on a Study of 100 Cases. James R. Gay and J. Grafton Love, Roches- 
ter, Minn. J. Bone & Joint Surg. 39:1087-97, October 1947. 


Internal Fixation of Bone and Neurorrhaphy. Combined Lesions of Radial 
Nerves and Humerus Fractures. William J. Massie (Major, M. C., 
A. U. S.) and Arthur Ecker (Major, M. C., A. U. S.). J. Bone & 
Joint Surg. 29:977-89, October 1947. 


Progressive Paralysis of the Nervus Interosseus Dorsalis. Pathological 
Findings in One Case. Frank J. Otenasek, Johns Hopkins University, 
Baltimore, Md. Bull. Johns Hopkins Hosp. 81:163-67, September 1947. 
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Tendon Transplants for Radial and Ulnar Nerve Paralysis. Timothy A. 
Lamphier (Major, M. C., A. U. S.) and J. William Littler (Major, 
M. C., A.U.S.). Am. J. Surg. 74:431-39, October 1947. 


11. Sympathetic Nervous System 


GANGLIA IN THE COMMUNICATING RAMI OF THE CERVICAL 
SYMPATHETIC TRUNK. 


Ford Skoog, Uppsala University Clinic, Uppsala, Sweden. Lancet 2: 
457-60, Sept. 27, 1947. 


A study was made of the cervical sympathetic trunk and the communi- 
cating rami in autopsy material from 5 adults, none of whom showed symp- 
toms during life that would indicate any abnormality of the sympathetic 
nervous system. Death was due to cancer in 4 cases and to peritonitis in 1. 
The specimens were thoroughly decalcified, as this facilitated exposure of 
the deep rami. Intermediate ganglia were found in the rami communican- 
tes of the cervical region in all these cases. They varied in number from 
ten to nineteen in the different specimens and also showed considerable var- 
iation in distribution. Many of these ganglia were situated where the nerve 
divides into branches but some were seen as small swellings in the nerve 
under the epineurium; they were rarely found in the nerve trunk; some were 
very close to the spinal nerves. The histologic study of these ganglia 
showed that they contained sympathetic ganglion cells. It was not possible 
in this study to determine whether these ganglionic cells receive their pre- 
ganglionic fibers from the sympathetic trunk or the spinal nerve. If it is 
assumed that these preganglionic fibers arise in the sympathetic chain, gan- 
glia such as were found in the specimens described may allow important 
postganglionic nuclei to remain intact in cases in which preganglionic 
sympathectomy is done; in some cases it is recognized that cervicothoracic 
ganglionectomy (a postganglionic operation) gives as good results as pre- 
ganglionic section. If it is assumed that these ganglia in the communicat- 
ing rami receive their preganglionic fibers from the spinal nerves, 
this might explain early relapses after sympathectomy on the basis that im- 


portant pathways had not been severed by the operation. 20 references. 
11 figures. 


THORACOLUMBAR SYMPATHECTOMY FOR HYPERTENSION. 
IMPROVEMENTS IN PARAVERTEBRAL AND TRANSPLEURAL 
ROUTES TO FACILITATE EXTENSIVE NEURECTOMY. 


R. R. Linton. F. D. Moore, F. A. Simeone, C. E. Welch and James 
C. White, Harvard Medical School and Massachusetts General Hospital, 
Boston, Mass. S. Clin. North America 27:1178-87, October 1947. 


A sympathectomy to be effective in the treatment of hypertension must 
be complete; a wide excision is necessary, because the nerves show a defi- 
nite tendency to regenerate. In some patients, it is necessary to remove the 
dorsal sympathetic chain to a higher level than in the usual type of oper- 
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ation. When there is hyperhydrosis of the face and upper extremi- 
ties, symptoms of Raynaud’s disease in the hands, or tachycardia as a prom- 
inent symptom, the excision of the dorsal chain should be carried to the 
second dorsal ganglion. 

The operation described by Peet or that described by Smithwick as 
modified by one of the authors (J. C. White) is employed at Massachusetts 
General Hospital only in the poorer risk patients. Two more extensive op- 
erations are also in use. One of these is a more extensive dorsal approach 
and the other a transpleural approach. 

For the more extensive paravertebral approach, the patient is in the 
lateral position and endotracheal anesthesia is employed. The paraverte- 
bral incision starts at the level of the sixth rib, is continued parallel to the 
spinous processes to the midlumbar region and then is curved laterally to 
the middle of the iliac crest. The ribs are exposed and the central 5 to 8 
cm. of the eighth and twelfth ribs are resected extraperiosteally. The lat- 
eral surface of the vertebral column is freed of renal fascia and peritoneum 
below the sixth rib to the level of the iliac crest, and is freed of pleura 
above the diaphragm to the sixth rib; the diaphragm is then divided down 
to the sympathetic chain, giving a clear exposure of the sympathetic chain 
and the splanchnic trunks. The major splanchnic nerve, the minor and least 
splanchnic nerves are then resected. The more superficial chain of the thor- 
acic ganglia is freed to the sixth rib and cut off; the dissection is carried 
downward, including the rami of the minor and least splanchnic nerves that 
arise from the lowest thoracic ganglia. The lumbar sympathetic chain is 
then exposed and resected to the level of the third lumbar vertebra. The 
entire length of the sympathetic chain removed from the sixth thoracic to 
the third lumbar vertebra is about 26 cm. The operation takes about half 
an hour longer than with the older method of removing the eleventh and 
twelfth ribs, but it gives a much better exposure of the splanchnic nerves 
and sympathetic chain. 

For transpleural thoracolumbar sympathectomy, the patient is placed 
in the usual thoracotomy position and endotracheal anesthesia is employed. 
Usually the ninth rib is resected, but if a high sympathectomy is indicated 
the eighth rib should be resected. The sympathetic chain and great splanch- 
nic nerve are identified without difficulty and a vertical incision is made 
through the posterior pleura midway between them. With this transpleural 
approach, a more extensive removal of the thoracic chain is possible than 
with the dorsal approach; an anatomic dissection of the whole great 
splanchnic nerve, the lower dorsal chain and their connections is assured. 
On the other hand, the exposure of the lower lumbar chain is more difficult 
than with the dorsal incision. The operating time is longer, and pulmonary 
complications and early postoperative pain occur more frequently than after 
the dorsal incision. The high paravertebral operation described has been 
done in 14 cases and the transpleural operation in 35 cases without a death. 
The true value of these operations in the treatment of hypertension can be 
determined only by the passage of time and prolonged study of patients 
operated upon. 10 references. 1 table. 2 figures. 
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PROCAINE BLOCK OF THE SYMPATHETIC NERVES IN 
THE STUDY OF INTRACTABLE PAIN AND CIRCULATORY DISOR- 
DERS. 


James C. White, Massachusetts General Hospital, Boston, Mass. S. 
Clin. North America 27:1263-80, October 1947. 


The chief value of procaine block of the sympathetic nerves is to de- 
termine the pathways over which certain types of pain are distributed and 
to determine the role of poor circulation in the extremities. By this means 
it has been possible to develop methods of viscerosensory denervation that 
are effective in relieving pain with a minimum risk and which do not dis- 
turb cutaneous sensation. In cases in which paravertebral injection of pro- 
caine temporarily relieves pain, sympathectomy has been found to be high- 
ly effective in giving more permanent relief. Conditions in which this has 
been found to be true include angina pectoris, acute aneurysm, some cases 
of intractable pain in the upper abdominal viscera, and posttraumatic neu- 
ralgias, including causalgia, posttraumatic arthritis with osteoporosis and 
some types of painful amputation stumps. Sympathetic nerve block also 
can be used to differentiate excessive vasoconstriction from arterial occlu- 
sion. Accurate prediction of ultimate postoperative improvement from sym- 
pathetic block in thromboangiitis obliterans and arteriosclerosis cannot al- 
ways be made from the temporary results of paravertebral or spinal block. 
When the popliteal pulse is absent in such cases, there is usually no res- 
ponse to the block, yet 40 per cent of these cases show a good result after 
resection of the three upper lumbar sympathetic ganglia. 52 references. 3 
tables. 4 figures. 


SYMPATHECTOMY FOR OBLITERATIVE ARTERIAL DISEASE. 
INDICATIONS AND CONTRAINDICATIONS. 


Norman E. Freeman, Frank H. Leeds and Richard E. Gardner, Uni- 
versity of California Medical School, San Francisco, Calif. Ann. Surg. 
126:873-86. December 1947. 


Sympathectomy is indicated chiefly in obliterative arterial disease in 
which there is definite vasoconstriction or vasospasm. Certain clinical signs 
are of value in the diagnosis of abnormal vasoconstriction, expecially the 
combination of peripheral cyanosis, increased sweating and constriction of 
superficial veins of the extremities; delayed blanching of the extremity on 
elevation is also of significance. The vasodilatation test, as usually per- 
formed, is not always an indication of the value of sympathectomy. It has 
been noted, however, that procaine block of the sympathetic ganglia may 
cause subjective improvement noted by the patient, even if it does not cause 
a rise in skin temperature; this subjective improvement is an indication for 
sympathectomy. If other indications of vasoconstriction are present, sym- 
pathectomy should not be refused a patient with obliterative arterial dis- 
ease because the skin temperature test is negative. Ten cases are tabulated 


| 
| 
1 
t 
r 
e 


248 QUARTERLY REVIEW OF SURGERY 


with the indications for operation in which sympathectomy gave good re- 
sults. 

In advanced obliterative arterial disease without evidence of abnormal 
vasoconstriction, sympathectomy may result in gangrene; although the to- 
tal circulation may be increased by the operation, much of the blood is 
probably shunted into the veins by the opening of numerous arterioven- 
ous anastomoses. Four illustrative cases are tabulated; in 3 of these there 
was rapid blanching of the extremity on elevation prior to operation, which 
should be considered a contraindication to sympathectomy. Other contra- 
indications noted in these cases are: (1) atrophy of soft tissues (2 cases); 
(2) absent oscillations at the ankle (2 cases); (3) pain due to ischemic 
neuritis or causalgia (4 cases). 15 references. 2 tables. 8 figures. 


References to Current Articles 


Surgical Treatment of Hypertension. Paul G. Flothow and Hunter J. Mac- 
Kay, Seattle, Wash. Northwest Med. 46:937-43, December 1947. 

The Surgery of Hypertension. Bronson S. Ray, Cornell University Medical 
School, New York, N. Y. Bull. U. S. Army M. Dept. 8:151-54, Feb- 
ruary 1948. 

Surgical Versus Medical Treatment of Hypertension. Matthew H. Evoy, 
Seattle, Wash. Northwest Med. 46:943-45, December 1947. 

New Test for Hypertension due to Circulating Epinephrine. Marcel Gold- 
enberg, New York, N. Y., C. Harrison Snyder, Salt Lake City, Utah 
and Henry Aranow, Jr., New York, N. Y. J. A. M. A. 135:971-76, 
Dec. 13, 1947. 

Factors Limiting Surgery for Essential Hypertension. Peter Heinbecker, 
Washington University School of Medicine and Barnes Hospital, St. 
Louis, Mo. Ann. Surg. 126:535-44, October 1947. 

Hypertension and its Surgical Treatment by Bilateral Supradiaphragmatic 
Splanchnicectomy. Max Minor Peet, Ann Arbor, Mich. Am. J. Surg. 
75:48-68, January 1948. 

Failure of the Isolated Perfused Mammalian Heart to Destroy Renin and 
Angiotonin. Walter J. Trautman, Jr., William D. Davis, Jr. and 
Thomas Findley, Alton Ochsner Medical Foundation, New Orleans, 
La. J. Lab. & Clin. Med. 32:1482-84, December 1947. 


12. Head and Neck 


ACUTE INJURIES TO THE NECK INVOLVING THE FOOD AND 
AIR PASSAGES. 


Manuel E. Lichtenstein, Northwestern University Medical School, 
Chicago, Ill. Surg., Gynec. & Obst. 85:734-41, December 1947. 


These injuries vary from trivial to serious or even fatal. Leakage of 
nonsterile fluid into the retropharyngeal space causing meningitis is a ser- 
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ious and often fatal complication. Details of management of a group of 
patients admitted to an evacuation hospital are presented to illustrate the 
principles of. immediate management of these injuries. 

The first 3 cases had pharyngeal injuries with leakage of air and se- 
cretions into the exposed spaces of the neck with consequent danger of in- 
fection. Penicillin was used routinely and the neck spaces decompressed 
by incising the fascial wall to expose the retropharyngeal space and prevent 
or facilitate treatment of infection. Penicillin was apparently important in 
maintaining a clean postoperative wound. Tracheotomy may be urgently 
necessary when respiratory obstruction is present but initial incision into 
the fascial spaces relieves the symptoms of obstruction. Any perforation 
of the respiratory passages should be closed at the same time. An impor- 
tant factor in avoiding pulmonary complications is aspiration of the tra- 
chea and bronchi which may be easily done. Anesthesia is given through 
either a tracheotomy or endotracheal tube. Local anesthesia is sufficient for 
small wounds. 

Gastrostomy is important in severe injuries of the pharynx and esopha- 
gus when feeding by nasal tube is impossible. It should be done early while 
the patient is in good condition. Moderate sized tracheal wounds may be 
closed by suture of the overlying fascia, muscle or adjacent thyroid tissue 
if they do not close themselves. Skin wounds next to openings in the air 
and food passages should be left open until there is no gross infection. They 
may usually be closed after five days by suture or bandaging with the head 
positioned. Penicillin is important in preventing both local and spreading 
infection and should be used routinely. 1 reference. 8 figures. 


References to Current Articles 


A Technic for Blocking the Carotid Sinus Nerves. Joseph Pick and Hip- 
polyte Wertheim, New York University College of Medicine and Bel- 
levue Hospital, New York, N. Y. Ann. Surg. 127:144-49, January 
1948. 

Diseases of the Salivary Glands. A. C. Furstenberg, Ann Arbor, Mich. J. 
A. M. A. 136:1-4, Jan. 3, 1948. 


13. Oral Surgery 


References to Current Articles 


Complete Bilateral Bony Ankylosis of the Temporo-Mandibular Joint. Re- 
port of a Case. Claire L. Straith and John R. Lewis, Jr., Straith Clin- 
ic of Plastic Surgery, Detroit, Mich. Alexander Blain Hosp. Bull. 6: 
124-27, November 1947. 

Recurrent Massive Epistaxis Controlled by Ligature of the External Caro- 
tid Artery. J. E. McArthur, Noranda, Que., Canada. Canad. M. A. J. 
57:384, October 1947. 

Radiation Therapy of Laryngeal Carcinoma. L. H. Garland, San Francis- 
co, Calif. West. J. Surg. 55:352-53, June 1947. 
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Malignant Tumors of the Nasopharynx. Thomas E. Van Metre, Jr., Johns 
Hopkins Hospital and School of Medicine, Baltimore, Md. Bull. 
Johns Hopkins Hosp. 82:42-55, Jan. 12, 1948. 

Repair of Bone Loss and Fractures of the Face and Mandible with Can- 
cellous Bone Chips. E. W. Pickard, Winnipeg, Man., Canada. Canad. 
M. A. J. 57:556-59, December 1947. 

Extraoral Fistula. A Case Report. Thomas A. McFall (Lt. Col., M. C., 
A. U. S.). Bull. U. S. Army M. Dept. 7:1057-59, December 1947. 

Repair of Major Facial Injuries. James Barrett Brown, St. Louis, Mo. and 
Bradford Cannon, Boston, Mass. Ann. Surg. 126:624-32, October 1947. 

Etiology of Tongue Cancer as Seen Historically, (Etiologiya raka v istori- 
cheskom osveshchenii). G. A. Reinberg, Central Gertsen Oncologic In- 
stitute, Moscow, U. S. S. R. Khirurgiya No. 9, 9-16, 1947. The four 
groups of cancerogenous factors are: (1) biologic (spread of syphil- 
is, increased average life span); (2) chemical (use of tobacco, alco- 
hol, spices and aniline dyes) ; (3) mechanical (dental prostheses); (4) 
thermal (hot food and drinks). 14 references. 2 tables. 

The Sialogram in the Diagnosis of Swelling about the Salivary Glands 
Milford D. Schulz and David Weisberger, Massachusetts General Hos- 
pital, Boston, Mass. S. Clin. North America 27:1156-61, October 
1947. Sialography was employed in 125 cases of swelling about the 
salivary glands and diagnosis was correctly made in all but 26 cases; 
there were 24 cases of intrinsic tumor of the gland in this series. 8 
references. 4 figures. 

Attempted Combined Treatment of Tongue Cancer (Opyt kombinirovanno- 
go lecheniya raka yazyka). VY. 1. Yanishevskii, Central Gertsen On- 
cologic Institute, Moscow, U. S. S. R. Khirurgiya No. 9, 47-53, 1947. 
Combined Curie therapy (individually adjusted doses) and roentgen- 
otherapy produced partial degeneration of tumor; in 4 cases opera- 
tions were avoided. In 46 cases radium treatment followed electroex- 
cision of tumor. 

Carcinoma of the Larynx. Methods and Results of Treatment. Gordon B. 
New, Frederick A. Figi, Fred Z. Havens and John B. Erich, Mayo Clin- 
ic, Rochester, Minn. Surg., Gynec. & Obst. 85:623-29, November 
1947. Reports five-year survival rates for patients who could be traced 
in 568 cases of carcinoma of the larynx, 446 of which were treated 
by surgical procedures and 122 by irradiation. 4 tables. 

Neurilemmoma of the Pharynx. C. Everett Koop, H. Ernest Jordan and 
Robert C. Horn, Hospital of the University of Pennsylvania, Philadel- 
phia, Pa. Surg., Gynec. & Obst. 85:641-45, November 1947. Reports 
5 cases of neurilemmoma of the pharynx; in 3 the tumor was removed 
endorally. There was 1 postoperative death in the series. Only 6 
other cases of neurilemmoma of the pharynx were found in the litera- 
ture. 7 references. 5 figures. 

Interosseous Wiring in the Treatment of Fractures of the Mandible. Stuart 
Gordon, Toronto General Hospital, Toronto, Ont., Canada. Arch. 
Surg. 55:660-67, December 1947. Describes a method of interosseous 
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wiring in treatment of fractures of the mandible employed in forty- 
eight fractures in 46 patients. One patient died from other injuries. 
In forty-four fractures solid union resulted; 3 required bone graft- 
ing for nonunion. 3 tables. 7 figures. 


14. Plastic Surgery 


SOME RECENT DEVELOPMENTS IN PLASTIC SURGERY. 


Bradford Cannon, Massachusetts General Hospital, Boston, Mass. S. 
Clin. North America 27:1106-12, October 1947. 


Among the methods of plastic surgery developed or perfected during 
the war is the use of direct flaps for repair of large or small surface de- 
fects of the extremities. The use of such direct flaps has saved the patients 
many weeks of hospitalization and has made it possible to carry out defini- 
tive orthopedic or neurosurgical repairs more promptly. The surface to be 
covered is prepared by excision of scar epithelium or of the open wound, 
until a good minute blood supply is obtained; this dissection may be car- 
ried into normal skin if necessary to prevent restriction of motion by the 
sears joining skin and flap. A suitable area for the flap is selected on the 
abdomen, chest, thigh or calf; the flap is outlined to fit the shape of the 
defect with a sufficient excess of skin and a broad pedicle. The area from 
which the flap is removed is usually covered with a free split graft. The 
flap is sewed in place on the defect with buried stitches and with a few skin 
stitches. If the arm is involved, it is immobilized by adhesive strips with 
cotton waste for support and pressure. Cross-leg flaps are immobilized with 
a plaster cast. Pressure dressings are used with all flaps to prevent venous 
congestion and stasis. In most cases these flaps can be detached in eighteen 
to twenty-one days. 


Another method developed during the war is the use of free grafts 
from the ear comprising two areas of skin with cartilage between for re- 
pair of the ala, columella or the tip of the nose. The ear can in some cases 
be repaired by closure of the defect, in others by a scalp flap from behind 
the ear. The shape of the ear graft depends upon the nature of the defect. 
An adequate minute blood supply at the site of the defect is essential, even 
if the defect must be somewhat enlarged in removing an avascular scar. 
The graft is sutured in place with buried stitches; and the skin edges su- 
tured accurately. The dressing used must fix the graft firmly and apply 
gentle pressure. The dressing can usually be removed after the tenth day. 
The cosmetic effects are better than with any other type of graft in these 
defects of the nose. In over seventy repairs of this type, there was total 
loss of the graft in only 5 cases. 


Full thickness grafts from the base of the neck have been found to be 
best for repair of facial defects. This may be due to the fact that the pla- 
tysma muscle, which corresponds functionally to the muscles of the face, 
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underlies the skin of the neck. Enough skin is available from the back of 
the neck for the repair of most eyelid, nose or mouth defects. In preparing 
for the graft, deforming scars of the face or eyelid are released; any dense 
sear tissue is excised. The pattern of the defect is marked on the neck and 
the graft dissected off with only minimal allowance for contraction. The 
graft is sutured in place with interrupted stitches that are left long enough 
to tie over a gauze stent that holds the graft in place under moderate ten- 
sion. Dressings are removed on the fifth or sixth day and often do not need 
to be replaced. This same type of graft may be used on the back of fingers 
when a tendon transplantation is to be employed; the graft is dissected up 
as a flap, and heals over the tendon. 

For repair of losses of part or all of the external ear due to burns, 
wounds, accidents or freezing, the freshened stump of the ear is implanted 
beneath the skin behind and above the ear. When this has complete- 
ly healed, preserved costal cartilage is carved in the shape of the ear and 
inserted under the scalp flap; a few weeks later the flap with its supporting 
cartilage is cut free and elevated, so as to leave soft tissue on the under 
surface of the cartilage. The raw surfaces behind the ear are covered with 
a single large thick split graft. If there is not sufficient hairless skin to 
form the ear in this type of repair, a margin of hair-bearing scalp can be 
used as part of the flap. The use of preserved cartilage in this type of re- 
pair simplifies the procedure and it has less tendency to curl! than fresh car- 
tilage. 8 references. 4 figures. 

(Good review by a very competent author in this field.—n. P. J.) 


References to Current Articles 


Methods and Advances in Skin Grafting. Hans May, Graduate School of 
Medicine, University of Pennsylvania, Philadelphia, Pa. S. Clin. 
North America 27:1461-65, December 1947. Technics of skin graft- 
ing are described; preoperative and postoperative care are outlined. 

Multiple Muscle Substitution for Correction of Facial Paralysis. Wm. Mil- 
ton Adams, Memphis, Tenn. Am. J. Surg. 74:654-64, November 1947. 

Surgical Management of Extensive Avulsions of Skin. Carleton Mathew- 
son, Jr. and Alex Gerber, Stanford University and San Francisco Hos- 
pital, San Francisco, Calif. Am. J. Surg. 74:665-76, November 1947. 

Reconstruction of the Face and all Four Eyelids. Otto S. Steinreich, Ak- 
ron, O. and Alston Callahan, University of Alabama, Birming- 
ham, Ala. Am. J. Surg. 74:838-43, December 1947. 

Practical Procedures for the Correction of Scar Contractures of the Hand. 
Paul W. Greeley, University of Illinois and St. Luke’s Hospital, Chi- 
cago, Ill. Am. J. Surg. 75:622-30, November 1948. 
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15. ‘Thyroid and Parathyroid 


THE USE OF THIOURACIL, THIOBARBITAL AND PROPYL THI- 
OURACIL IN PATIENTS WITH HYPERTHYROIDISM. 


Frank H. Lahey and Elmer C. Bartels, Lahey Clinic, Boston, Mass. 
Ann. Surg. 125:572-81, May 1947. 


Results of observations on the preoperative use of thiouracil, thiobar- 
bital and propyl thiouracil on 660 patients with hyperthyroidism are re- 
ported. These drugs were showed to reduce the basal metabolic rate by 
preventing the synthesis of inorganic iodine into diiodotyrosine or into thy- 
roxin. Neither the synthesis of iodine into thyroxin by the thyroid nor the 
action of these drugs stopping this synthesis is demonstrable histologically. 
Daily dosage required to restore the basal metabolic rate to normal is 600 
mg. of thiouracil, 50 mg. of thiobarbital and 200 mg. of propyl! thiouracil. 
Based on reactions, the latter drug is preferred, but its use must be care- 
fully checked by white and differential blood counts every ten to fourteen 
days in order that a possible agranulocytosis may be treated. These drugs 
caused a rapid return of the basal metabolic rate to normal in patients 
who had had primary hyperthyroidism for a short time and not been given 
iodine but only a slow return was obtained in cases of adenomatous goiter 
who had received iodine. An adequate individualized schedule of treat- 
ment can therefore be worked out in advance. Overtreatment will produce 
myxedema. 

These drugs increase thyroid vascularity. Iodine is therefore given 
with the drug for three weeks preoperatively, better improvement resulting 
than if thiouracil is given early and iodine later. Propyl thiouracil has 
such a low sensitivity rate that an increasing number of patients are given 
this drug preoperatively though Lugol’s solution is still used with mild ca- 
ses. While these drugs cause lengthy remissions of mild primary hyperthy- 
roidism, they will not cause permanent remission of a severe permanent hy- 
perthyroidism with a large thyroid gland because the gland hyperpla- 
sia causing the original hyperthyroidism is still present and ready to act 
after the drugs have reduced the basal metabolic rate. Surgery therefore is 
still the preferred treatment for hyperthyroidism. 4 tables. 


CARCINOMA OF THE THYROID. 


Robert C. Horn, Jr., Robert F. Welty, Frank P. Brooks, Jonathan E. 
Rhoads and Eugene P. Pendergrass, Hospital of the University of Pennsyl- 
vania, Philadelphia, Pa. Ann. Surg. 126:140-55, August 1947. 


From July 1, 1943 to Dec. 31, 1944 at the University of Pennsylvania 
Hospital, two thousand and seventy-nine pathologic studies were made of 
thyroid specimens removed at operation. Carcinoma was found in 62 cases 
(3 per cent of the entire series but representing 5.5 per cent of the nodular 
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goiters treated surgically). In addition there were: 5 cases of thyroid car- 
cinoma found at autopsy in nonsurgical patients; 3 cases in which thyroid 
carcinoma had been diagnosed clinically, with roentgen evidence of meta- 
stases but for which no pathologic material was available; 1 case in which 
the pathologic diagnosis had been made elsewhere and confirmed by labor- 
atory study. 


In these 71 cases, the diagnosis of thyroid carcinoma was made in pa- 
tients between the ages of 41 and 70 in 70 per cent. In 70 cases in which 
the carcinoma could be classified according to Portmann’s classification, 
on the basis of the extent of the growth, the carcinoma was of group I (small 
and discovered only by microscopic examination) in 27 cases and in group 
II (without definite clinical evidence or only slight clinical evidence of ma- 
lignancy and localized within the capsule) in 5 cases; 70 per cent of the 
patients in these two groups were under 50 when they were first observed. 
In cases of groups III and IV, in which the carcinoma had invaded or ex- 
tended outside the capsule with or without metastases, only 34 per cent of 
patients were under 50. 


In the 71 cases of thyroid carcinoma in this series, 2 patients showed 
definite signs of hyperthyroidism and 4 less definite signs. One of the pa- 
tients with thyrotoxicosis died as a result of the carcinoma; the other lived 
more than nine years after operation. 


Pathologically the carcinomas in the 67 cases in which pathologic ma- 
terial is available are classified as: (1) low degree of malignancy in 41 
cases (including malignant adenoma, 20 cases, papillary carcinoma 20 
cases, Hiirthle cell carcinoma, 1 case); (2) moderate degree of malignancy 
(adenocarcinoma) in 18 cases; (3) high degree of malignancy in 8 cases 
(1 case of small cell carcinoma and 7 cases of giant cell carcinoma). Met- 
astases occurred in 25 cases; the most frequent sites were the cervical lymph 
nodes, bone and lungs. 


Radiation therapy was given postoperatively in about half the patients 
in group I (Portmann’s classification) and to most of the patients in the 
other groups; 52 of the 71 patients were given roentgenotherapy at an av- 
erage total dose of 5,000 air roentgens. 


In studying the end results for patients treated more than five years 
ago and more than ten years ago, it was found that the extent of disease at 
the time of operation is of more importance than the pathologic type. Of 
the patients in group I, in whom the carcinoma was found only on patho- 
logic examination, 86 per cent of those treated more than five years ago 
and 75 per cent of those treated more than ten years ago are alive and well. 
In patients in group I postoperative radiation therapy does not definitely 
improve the results but in all other clinical groups radiation therapy is def- 
initely indicated; the best results were obtained in papillary carcinomas in 
these groups. 


During the period covered by this report four lateral aberrant thyroid 
tumors have been found, one of which was benign, but three malignant; all 
of the patients with malignant tumor of a lateral aberrant thyroid were 
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treated by surgical removal and roentgenotherapy and all are living with- 
out symptoms; they were all treated within the past three years. 

Because of the relatively high incidence of carcinoma in nodular goi- 
ters and the slight risk of thyroidectomy in this type of case, the authors 
recommend surgical excision of all nodular goiters, unless there is some 
very definite contraindication. If carcinoma is found that invades or ex- 
tends through the capsule, radiation therapy should be given postoperative- 
ly. 23 references. | table. 4 figures. 

(The conclusions of the authors agree with the consensus of opinion 
on thyroid malignancy and its treatment. They reemphasize an important 
point in successful treatment of neoplasms of the thyroid, that extent of 


disease at the time of operation is more important than pathologic type. 
—Ep.) 


PERSISTENCE OF REMISSIONS OF THYROTOXICOSIS AFTER 
CESSATION OF THIOURACIL THERAPY. 


Robert H. Williams, Samuel P. Asper, Walter F. Rogers, Jr., Jack D. 
Myers and Charles W. Lloyd, Boston, Mass. New England J. Med. 236:737- 
41, May 15, 1947. 


Of 111 patients who were treated with thiouracil and had a cessation 
of therapy, 51 are in remissions that have lasted for three tu thirty- 
one months. Forty-four patients have been free of thyrotoxicosis for more 
than a year after cessation of therapy and 33 have remained well for more 
than eighteen months. Of all the patients who remained well, without treat- 
ment fo. more than a year, only | had a relapse. Following the cessation 
of treatment with thiouracil, most of the patients who had a relapse had 
it within a few months, 70 per cent had it within two months and 88 per 
cent within five months. 

Factors that tended to favor persistent remissions were: (1) fe- 
male sex; (2) small goiter; (3) mild degree of thyrotoxicosis. The age of 
the patient, duration of disease and nodularity of the thyroid gland were 
not found to exert a significant influence, but these factors may prove im- 
portant when larger series of cases are analyzed. 

The good effects obtained with thiouracil, encourage the frequent use 
of its less toxic derivative 6-propylthiouracil, in the treatment of thyrotox- 
icosis. This therapy or radioactive iodine or a combination of the two ap- 
pears to offer the most satisfactory method of treating the majority of pa- 
tients with thyrotoxicosis, but further experiences may reveal compli- 
cations from these types of treatment that are of greater magnitude than 
are anticipated at present. Therefore, patients treated by these newer meth- 
ods must be followed carefully. 17 references. 2 figures. 

(Many reports of this subject must be compiled before an accurate 
evaluation of the thiourea derivatives can be made.—Ep.) 
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THYROTOXIC CRISIS. AN ANALYSIS OF THIRTY-SIX CASES 
SEEN AT THE MASSACHUSETTS GENERAL HOSPITAL DURING 
THE PAST TWENTY-FIVE YEARS. 


Janet W. McArthur, Rulon W. Rawson, J. H. Means and Oliver Cope, 
Massachusetts General Hospital, Boston, Mass. J. A. M. A. 134:868-74, 
July 5, 1947. 


The 36 cases were of a total of 2,033 thyrotoxic patients; 25 were 
postoperative cases and 11 were medical caused by an acute breakdown of 
thermal regulation. The symptoms are not specific because they depend up- 
on the reaction of the cardiovascular, hepatorenal and central nervous sys- 
tems to the thyrotoxicosis. Autopsy in these cases shows chiefly cardiac and 
pulmonary pathology. Death is caused by various complications which are 
frequently improperly treated. 

This study indicated that the season of the year was not an appreciable 
etiologic factor. Most storms occurred in patients who had had thyrotoxi- 
cosis a comparatively short time. Cardiac complications were the most fre- 
quent. The chief precipitating factors were thyroidectomy, pneumonia, 
stoppage of iodine, postoperative hemorrhage and secondary suture, septic 
wounds and intoxication from digitalis. The prognosis of a postoperative 
crisis, when it occurs, may be accurately estimated by a patient’s response 
to preoperative therapy. Patients in this series who showed no preoperative 
improvement of symptoms and gain in weight failed to survive thyroid cri- 
ses. Most surgical storms followed thyroidectomy in an average of eight 
hours postoperatively. Patients who developed a medical storm were much 
more toxic than the surgical cases. 

The therapy of thyroid crisis has not been standardized and must there- 
fore be individualized. Reduction in the incidence of postoperative thyroid 
crisis should follow the administration of thiouracil and allied agents when 
it is understood that treatment with antithyroid drugs must be continued un- 
til thyroid function becomes normal. Two illustrative cases are presented. 

This study shows that thyroid crises are a symptom of severe thyro- 
toxicosis and not a complication. They indicate that a patient can no longer 
adjust to his hyperthyroidism. They are not liable to occur at any time 
in patients with little toxicity who had comparatively slight surgery. Warn- 
ings of impending crises were showed by all patients in this series but were 
not always recognized at the time. Crises occurred in cases of severe thy- 
rotoxicosis with depleted nutrition and serious complications. Their symp- 
toms were but slightly benefited by treatment. With the treatment now 
available, such patients should not be operated upon except in emergency 
until their thyrotoxicosis and its metabolic complications have been over- 
come. 7 references. 11 tables. 3 charts. 

(This is an excellent review of a condition which is seen rarely now, 
but still not understood. Prevention is by far the best cure-—Eb.) 
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PAPILLARY CARCINOMA OF THE THYROID AND LATERAL 
CERVICAL REGION. SO-CALLED “LATERAL ABERRANT THYROID.” 


George Crile, Jr., Cleveland Clinic, Cleveland, O. Surg., Gynec. & 
Obst. 85:757-66, December 1947. 


Of 21 patients who have been followed from five to twenty years or 
until death, only 3 died of cancer living nine, fifteen and nineteen years 
respectively after their original thyroidectomy. The absence of distant met- 
astases and long survival of this type of tumor in spite of the presence of 
numerous lateral cervical nodules indicated that these tumors were prob- 
ably multiple primary, relatively benign neoplasms. 

One case in this series died of an apparent brain metastasis though 
this was not proved. Another died of axillary and mediastinal metastases 
proved by biopsy. A third patient died from local thyroid recurrence. Two 
other patients died sixty-nine and eighty-four months after thyroidectomy, 
both apparently cancer free. Another patient who only had a biopsy of the 
thyroid twenty years ago is still alive and well with multiple tumors in 
both thyroid lobes and through both cervical regions. One patient died 
postoperatively but the remaining 14 are alive and well with no sign of 
metastases. 

These tumors must be considered malignant regardless of their histol- 
ogy and relatively benign clinical behavior. They belong in a separate cat- 
egory however which is characterized by a tendency to local glandular lat- 
eral cervical metastases, a slight tendency to distant metastases, a marked 
tendency toward calcification or even ossification of the primary tumor and 
a tendency for the lateral cervical metastases to remain encapsulated, non- 
invasive, freely movable and slow growing over many years. 

Excellent results have been obtained by excision of the primary tumor 
with lateral cervical and mediastinal metastases. Four patients each hav- 
ing twenty or more lateral cervical and mediastinal nodules have remained 
well and free of metastases six to ten years after operation. Block neck 
dissection is unnecessary; usually neither muscles nor blood vessels are in- 
volved. A thyroidectomy incision or one parallel to the sternomastoid is 
preferable because adequate and less mutilating. The primary tumor and 
all lateral cervical and mediastinal metastases should be excised regard- 


less of their histologic appearance or the apparent hopelessness of the case. 
3 references. 1 table. 


References to Current Articles 


Chronic Nonspecific Thyroiditis (Khronicheskii nespetsificheskii tireodit). 
N. P. Maslov, Central Gertsen Oncologic Institute of Moscow, U. S. 
S. R. Khirurgiya No. 9, 20-32, 1947. Of the 13 cases studied (Ri- 
dell’s form 8, Hashimoto 5), 4 suffered from recurrent angina of the 
thorax, 3 had frequent grippe infections, 1 had carious teeth and re- 
peated apical abscesses (eight years). Inflammations of the oral cavity 


and of the upper respiratory tract are an important etiologic factor. 
10 references. 3 tables. 6 figures. 
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Leukopenia Following the Use of Propylthiouracil. William J. Eisenmen- 
ger and J. Murray Steele, Lenox Hill Hospital, New York, N. Y. J. 
A. M. A. 135:510-11, Oct. 25, 1947. 

Mediastinal Aberrant Goiter. James D. Rives, Louisiana State University 
School of Medicine, New Orleans, La. Ann. Surg. 126:797-810, No- 
vember 1947. Reports 3 cases of aberrant mediastinal goiters illus- 
trating various problems in surgical treatment; tabulates 14 other ca- 
ses from literature. 33 references. 1 table. 8 figures. 


Hyperparathyroidism and Pregnancy. Donald W. Petit (Capt., M. C., A. 
U.S.) and Randolph Lee Clark (Lt. Col., M. C., A. U. S.). Am. J. 
Surg. 74:860-66, December 1947. 


Malignant Neoformations in the Aberrating Lateral Thyroid Glands 
(Zlokachestvennye novoobrazovaniya bokovykh aberriruyushchikh 
shchitovidnykh zhelez). F. M. Lampert, Moscow, U. S. S. R. Khirur- 
giya No. 9, 17-20, 1947. In cases of aberration these glands retain 
their embryonal histologic structure and remain permanently at the 
stage of incomplete cellular differentiation. The tendency to rapid 
growth is preserved, as in any other embryonal tissue, hence the pre- 
disposition toward atypical mitosis and malignant tumor formation. 
Benign tumors tend to recur, and are potentially malignant. 1 table. 


16. Thoracic Surgery 


RECENT ADVANCES IN PULMONARY SURGERY. 


Charles Philamore Bailey, Frank Tropea, Jr. and Laurence H. Ruben- 
stein, Hahnemann Medical College and Hospital, Philadelphia, Pa. S. 
Clin. North America 27:1373-1405, December 1947. 


Improved methods of anesthesia, the use of antibiotics and the knowl- 
edge gained by the management of the chest injuries of World War II have 
contributed to the advancement of pulmonary surgery. 

Hemothorax is now treated by the early aspiration of as much blood 
as possible, and without air replacement. By this means rapid expansion 
of the lung is facilitated and the incidence of complications is reduced. 
When constrictive pleuritis or suppurative constrictive pleuritis follows 
hemothorax, decortication is the treatment of choice. Complete evacuation 
of the pleural space with removal of fibrinous membrane from the lung 
and complete reexpansion of the lung by positive pressure anesthesia and 
closed suction drainage offer the best possibility of uncomplicated recov- 
ery. 

Bronchiectasis can be cured only by the surgical removal of the in- 
volved bronchopulmonary segment or segments. It is now possible to re- 
move three of the five pulmonary lobes if necessary in the treatment of this 
disease and yet assure the patient that he can lead a normal life after op- 
eration. 
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Technics for resecting individual segments represent the greatest ad- 
vance in the surgical treatment of the common pulmonary diseases. To in- 
sure removal of a whole segment without removing part of an adjacent seg- 
ment, the following technic was devised. The segmental bronchus is identi- 
fied and clamped. Five to 15 cc. of a mixture of methylene blue and hy- 
drogen peroxide are injected into the bronchus and a second clamp 
is placed over the site of injection. The bronchus is cut proximal to the 
clamps; the stump is aspirated and closed with nonabsorbable sutures. The 
segment, distinctly outlined by the dye, is removed by dissection, chiefly 
blunt, along the normal cleavage plane. 

The surgical treatment of acute uncomplicated pulmonary abscess is 
drainage through an area of adherence of the lung and chest wall to ex- 
clude the pleural space. Complicated and chronic abscesses are best treat- 
ed by pulmonary resection. Since empyema and development of broncho- 
pleural fistulas are frequent complications in these cases, meticulous sur- 
gery, liberal use of antibiotics (general and local) and secure closure of 
the bronchial stump are especially important. 

With the advent of streptomycin, the principle that tuberculous tissue 
should not be incised is no longer strictly observed. Lobectomies and pneu- 
monectomies are now performed for pulmonary tuberculosis. Although re- 
cent results have been encouraging, this type of therapy has not been fol- 
lowed long enough to permit fair evaluation. 

Exploratory thoracotomy, no longer a formidable procedure in exper- 
ienced hands, is advised in nearly all cases of suspected bronchiogenic car- 
cinoma. Cases with apparent obstruction of the superior vena cava, copious 
purulent expectoration, and those which are frankly inoperable should not 
be explored. 

If an operable lesion is found on exploration, pneumonectomy with 
removal of the mediastinal lymph nodes is the treatment of choice. In some 
cases with peripheral tumors, or in debilitated individuals with such tum- 
ors, lobectomy is sometimes done. Cases with metastases but with localized 
pulmonary lesions often are benefited by palliative resection of the primary 
lesion. 24 references. 4 figures. 


ANESTHETIC MORTALITY IN INTRATHORACIC SURGERY. 


H. Livingstone, G. Light, J. Coto and R. Engel, University of Chicago 
School of Medicine, Chicago, Ill. Arch. Surg. 55:545-56, November 1947. 


In a total of six hundred and eighty-eight intrathoracic operations, there 
were 59 deaths (8.5 per cent). Six deaths occurred in the operating room 
and were not related to the anesthesia. None of the 59 deaths in this series 
could be attributed to the anesthesia alone, but 11.86 per cent were attribu- 
ted to anesthesia and operation, 15.26 per cent to the operation per se; 23.7 
per cent to the operation and the disease; and the same percentage to the 
disease alone. Fourteen deaths (23.73 per cent) were attributed to sepsis 
or late surgical accidents, of which 5 were due to sepsis, 1 to morphine 
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overdosage, 2 to uremia from nonanesthetic causes, 4 to separation of su- 
tures and 1 to suicide. Three hundred and seventy-one patients were in poor 
or serious condition preoperatively; 230 were in fair physical condition; 
87 were in good physical condition. The best risks were the 85 patients on 
whom a vagotomy operation for peptic ulcer was done, with only 1 death, 
early in the series. 


In reducing the mortality in intrathoracic surgery, preoperative prep- 
aration of the patient is important. Patients who are dehydrated and un- 
dernourished should be given adequate fluids parenterally and plasma and 
blood transfusion. Before anesthesia, fluid and secretions must be removed 
from the esophagus, stomach or respiratory tract. Bronchoscopy and fre- 
quent dependent drainage are used to remove pulmonary secretions, espec- 
ially before surgery. Premedication should be sufficient to relieve appre- 
hension and facilitate induction but oversedation with resulting respiratory 
depression should be avoided; the sputum should not be made more tena- 
cious. In the series reported morphine (0.0075 to 0.015 Gm.) with calci- 
um pentobarbital (0.09 to 0.27 Gm.) given by rectum in 30 to 50 ce. of 
water, or intramuscular pentobarbital sodium (0.12 to 0.24 Gm.) were 
most frequently employed. 


In the maintenance of anesthesia, it is most important that adequate 
pulmonary ventilation should be maintained at all times. If the endotra- 
cheal technic is used, intubation must be carefully performed under deep 
anesthesia without causing local injury or even momentary anoxia. The 
authors do not consider it imperative to use an endotracheal catheter if 
there is a clear airway. Adequate positive pressure can be produced with 
an oral airway, a tight-fitting face mask, and an anesthesia machine that 
gives positive pressure. The oral and pharyngeal areas are cleared by suc- 
tion, aided by keeping the patient in a position favoring drainage during 
operation. In most cases bronchoscopic aspiration is done, with adminis- 
tration of oxygen, before the patient leaves the operating room. With this 
technic ethylene-oxygen induction is usually employed with ether and an 
increased amount of oxygen added during maintenance, with a positive in- 
halation pressure of 4 to 8 mm. Hg. In a few cases of vagotomy in the series, 
cyclopropane, oxygen and ether were given endotracheally. Before the chest 
is closed, the lung should be gently reinflated with moderately increased 
positive pressure to reexpand any atelectatic areas under direct vision. 


When the patient returns from the operating room, oxygen therapy is 
instituted; nasopharyngeal insufflation of humidified oxygen, 10 to 12 li- 
ters per minute, is a satisfactory method. A patent airway is maintained, 
with removal of secretions from the upper air passages by suction. The 
Haight method of endotracheal aspiration, or if necessary bronchosco- 
py should be employed to remove bronchial secretions. Continuous suction 
drainage of the pleural cavity through a stab wound is employed except 
after pneumonectomy. Fluids must be administered intravenously and sub- 
cutaneously to maintain water and mineral balance, until fluids can be tak- 
en by mouth. Transfusions of blood and plasma are given as indicated. 
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The hematocrit reading has been found to be the best index of the State of 
the oxygen-transporting medium. 25 references. 6 tables. 


References to Current Articles 


Emergencies of Injuries of the Chest. Brian Blades, Washington, D. C. J. 
A. M. A. 135:812-14, Nov. 29, 1947. Discusses recent improvements 
in the treatment of chest injuries, including treatment of shock, para- 
vertebral injection of procaine hydrochloride to relieve pain and 
treatment of sucking wounds. 5 references. 

An Evaluation of Methods of Penicillin Therapy in Thoracic Surgery. John 
H. Donnelly, Francis J. Phillips, J. P. Bartlett and W. E. Adams, Uni- 
versity of Chicago, Chicago, Ill. Ann. Surg. 126:579-91, October 19- 
47. 

Anesthesia for Chest Surgery. R. H. Holbrook, Hamilton, Ont. Canada. 
Canad. M. A. J. 57:346-49, October 1947. 

Anesthesia for Chest Surgery. J. A. Blezard, London, Ont., Canada. Can- 
ad. M. A. J. 58:156-61, February 1948. 

Additional Use of Gelatin Foam in Thoracic Surgery. Preliminary Report. 
John T. Small, O. Theron Clagett and John H. Grindlay, Mayo Clinic, 
Rochester, Minn. Proc. Staff Meet., Mayo Clin. 22:585-89, Dec. 24, 
1947. In experiments on rats and dogs, gelatin foam was found to be 
effective in eliminating the dead space after pneumonectomy. Clini- 
cally the author has also used it in the extrapleural position after first 
stage thoracoplasty. Its use in the intrapleural space is apparently jus- 
tified. 11 references. 


17. Chest Wall 


References to Current Articles 


Osteochondrosarcoma of the Sternum. Use of Tantalum Plate as a Pros- 
thesis. R. Arnold Griswold, University of Louisville School of Med- 
icine, Louisville, Ky. Arch. Surg. 55:681-88, December 1947. 
Reports a case in which after removal of a large part of the thoracic 
cage because of osteochondrosarcoma of the sternum, a large tantalum 
plate was used as a temporary prosthesis. 3 references. 7 figures. 

Two Unusual Tumors of the Sternum. Thomas J. Kinsella, S. Marx White 
and R. W. Kouchy, Minneapolis, Minn. J. Thoracic Surg. 46:640-67, 
December 1947. Presents a review of literature on benign and ma- 
lignant tumors and inflammatory lesions of the sternum with a tabu- 
lation of cases. Reports a case of benign giant cell tumor and one of 
an apparently solitary plasma cell myeloma of the sternum. 137 ref- 
ences. 4 tables. 4 figures. 
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18. Pleura 


DECORTICATION IN CHRONIC EMPYEMA OF TUBERCULOUS 
ORIGIN. 


Fraser B. Gurd, Montreal General Hospital, Montreal, Que., Canada. 
J. Thoracic Surg. 16:587-97, December 1947. 


Following World War I, when chronic empyema occurred in Canad- 
ian veterans following wounds or as a sequel to influenza, decortication was 
found to give satisfactory results in a group of patients with large empyema 
cavities. Since that time, the author has performed this operation on a 
moderately large number of patients every year, with satisfactory results 
predominating and without unfavorable complications or sequele. It has 
been supposed that tuberculosis is a contraindication for the decortication 
operation for empyema. Recently, however, the author has performed this 
operation in 3 cases of chronic empyema complicating pulmonary tubercu- 
losis. The first patient was a boy 9 year old who had had a mixed tubercu- 
lous empyema for more than a year. Thoracotomy had been done but drain- 
age was not adequate. It was realized that serious deformity would result 
in a child of this age even if the disease could be arrested by more adequate 
drainage or if an extensive thoracoplasty was done. Accordingly decorti- 
cation was done. The disease was arrested; the chest wall healed and a 
crippling deformity was avoided; there was at least partial return of pul- 
monary function in the affected lung. In the second case of a female 24 
years old there had been an active tuberculous process in the apex of the 
affected lung and decortication was not done over this area; the patient’s 
condition improved rapidly. In the third case of a male 36 years old, the lung 
did not reexpand satisfactorily but the cavity was reduced to one-half its 
previous size and a subsequent thoracoplasty was successful. 

For the operation of decortication, local anesthesia, intratracheal cy- 
clopropane anesthesia, or nitrous oxide-oxygen with or without ether may 
be employed. In a case of chronic empyema, it is to be expected that the 
parietal pleura will have become thickened, but the fibrous tissue membrane 
covering the lung is not thickened more than 3 mm. and care must be taken 
in making the original incisions. The author makes longitudinal incisions 
on the exposed surface, using no pressure other than the weight of the scal- 
pel; two to four incisions are made depending on the width of the surface 
that requires decortication. Similar incisions are made across the area, 
the number depending upon the length of the exposed surface. This makes 
a number of right-angled points that are carefully checked, so that the angle 
at which the parietal pleura is most clearly identified is used as a guide 
to determine the exact thickness of the membrane. The membrane is 
removed from the lung in patches that have been marked out by the incis- 
ions, using blunt dissection, but employing a scalpel from time to time. 
This involves some damage to the surface of the lung but bleeding is usual- 
ly slight and easily controlled by saline gauze packing. Such superficial 
damage heals rapidly. When the fibrous tissue membrane has been removed 
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from the surface of the lung, the dissection between the lung and the parietal 
pleura is continued, it is carried as close to the hilar region as possible. 
In cases of chronic empyema complicating tuberculosis of the upper part 
of the upper lobe, decortication is not done in this area where massive tu- 
bercle formation has probably occurred. In such cases collapse of the api- 
cal portion of the chest by extrapleural thoracoplasty may be necessary. 

If local anesthesia is employed, the patient can easily be induced to 
cough; if inhalation anesthesia is used, the patient is permitted to regain 
consciousness promptly and cough induced. As a rule the lung expands un- 
der the increased pressure of coughing. After all oozing from the lung sur- 
face is controlled, two or three thicknesses of soft dressing gauze soaked in 
liquid paraffin to which “bipp” has been added, or with sulfathiazole emul- 
sion applied to the surface is used to cover the entire lung surface and is 
brought out through the lower corner of the wound; the wound is otherwise 
closed. The gauze is removed at the end of the sixth or eighth day. The 
patient is instructed to cough at intervals, to get out of bed as soon as pos- 
sible and to exercise. After removal of the gauze, the wound is permitted 
to heal; but the chest is watched so that fluid does not reaccumulate. 5 refer- 
ences. 3 figures. 


IMPROVED SURGICAL METHODS IN CLOSURES OF THE OPEN 
PNEUMOTHORAX. ADAPTED TO WOUND LOCALIZATION (0 
ratsional’nykh priemakh operativnoi tekhniki zakrytiya otkrytogo pnevmo- 
toraksa v zavisimosti ot lokalizatsii reneniya). 


E. V. Serova, Second Medical Institute of Moscow, U. S. S. R. Khir- 
urgiya No 7, 63-65, 1947. 


Hermetic closures can be obtained by using individualized proced- 
ures in the three anatomically different regions: (1) trigonum pectorale; 
(2) trigonum dorsale; (3) trigonum axiale. Pleuromuscular sutures are best 
for smaller wounds. For larger defects, with destruction of soft tis- 
sues, pneumopexy may be used safely in the first triangle (entire area), in 
the second triangle (above the seventh rib) and in the third triangle (above 
the sixth rib on the right and above the seventh rib on the left). In the sec- 
ond and third triangles diaphragmopexy should be used below the sixth or 
seventh rib. In the third triangle the Krivitskii flap is recommended for 
wounds between the sixth to seventh (right) or seventh to ninth (left) ribs 
(ibid. No. 10, 1943). Periosteum transplantations are used for intercostal 
wounds. 


MODIFIED PERTHES APPARATUS ACCOMMODATING SIX PA- 
TIENTS (Modifikatsiya apparata po Pertesu na 6 bol’nykh). 


P. V. Uazarow and G. P. Lukacheva, Army Hospital, U. S. S. R. Khir- 
urigiya No. 7, 70-71, 1947. 


Apparatus consists of a 15 liter main tank connected with six 1 liter 
tanks. Suction is created by placing large tank 2 to 2.5 M. above the floor 
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and letting the water run at a controlled rate into a vessel underneath. The 
six collectors are made of aluminum and copper. The rigid shape consti- 
tutes a great advantage over collapsible rubber collectors of the standard 
model. Lack of manometer registering negative pressure is the chief disad- 
vantage. 


FURTHER OBSERVATIONS ON THE DISSECTION OF VISCER- 
AL PLEURAL SYNECHIAS, AS A METHOD OF ELIMINATING PLEU- 
RAL CAVITIES IN CHRONIC GUNSHOT PLEURAL EMPYEMAS ( Dal’ 
neishie nablyudeniya nad rassecheniem shvart vistseral’noi plevry kak met- 
odom likvidatsii plevral’nykh polostei pri khronicheskikh ognestrel’nykh 
empiemakh plevry). 


A. G. Kiselev, Ukrainian Institute of Tuberculosis and Evacua- 
tion Hospital, U. S. S. R. Khirurgiya No 7, 35-39, 1947. 


Modified Délorme’s procedure used in 107 cases where Connor’s meth- 
od produced no results. Full recovery occurred in 84 cases; improvement 
in 12; in 11 cases the final outcome still undecided. In all instances lung 
exercises (spirometry) were imperative for obtaining lasting results. This 
simple and safe technic consists in replacing complete excision of the syn- 
echias by resection. The released lung gradually fills up the pleural cav- 
ity. 2 figures. 


References to Current Articles 


Giant Sarcoma of the Pleura. Report of a Case. William L. McNamara, 
William F. Sargent and K. J. Costich, Veterans Administration Hos- 
pital, Hines, Ill. Arch. Surg. 55:632-36, November 1947. In the case 
reported, a giant primary fibrosarcoma of the pleura that had caused 
cardiac and respiratory symptoms was found at autopsy. Other cases 
of fibrosarcoma of the pleura reported in literature are reviewed. 5 
references. 2 figures. 

Spontaneous Non-Tuberculous Pneumothorax in Infancy. A Case Report. 
Dominic S. Motsay and Paul J. Dowdell, Guthrie Clinic, Sayre, Pa. 
Guthrie Clin. Bull. 17:54-58, October 1947, 

Tuberculous Pleurisy with Effusion. Irvin G. Karron (Capt., M. C., A. U. 
S.) and Robert K. Purves (Capt., M. C., A. U. S.). Bull. U S. Army 
M. Dept. 8:131-36, February 1948. 

Decortication in the Treatment of Chronic Empyema. Anthony R. Curreri 
and Joseph W. Gale, University of Wisconsin Medical School, Mad- 
ison, Wis. Arch. Surg. 55:486-92, October 1947. Reports 2 cases of 
chronic pleuritis in which decortication resulted in reexpansion of the 
lung; in these cases the parietal, and in 1 case the mediastinal, as well 
as the visceral, pleura was removed. 6 references. 3 figures. 
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19. Lung 


CAVERNOSTOMY. 


E. J. O’Brien, P. V. O’ Rourke, F. C. Test and E. F. Skinner, Wayne 
University School of Medicine and Hermann Kiefer Hospital, Detroit, 
Mich. J. Thoracic Surg. 16:602-21, December 1947. 


Eighty-four operations have been done for the drainage of tuberculous 
cavities on 74 patients. Cavernostomy was usually performed when other 
operations were contraindicated or had not been successful; in a few cases 
it was considered the procedure of choice. 

The chief indication for cavernostomy was inadequate cardiorespira- 
tory reserve which contraindicated any other operation (43 patients). All 
but 1 of these patients had preexisting tuberculosis in the contralateral 
lung and 31 had had previous contralateral collapse therapy; 34 had had 
ineffective collapse therapy on the side of the cavernostomy. There were 
13 patients in the second group in which the indication for cavernostomy 
was a residual cavity beneath a thoracoplasty; 4 of these patients were poor 
risks for any drastic surgical procedure. There were 8 patients in the third 
group with a large cavity in a lower lobe, all of whom had had a previous 
pneumothorax or phrenic paralysis, or both without results; all but 2 of 
these patients were good risks for any surgical procedure. There was 
a fourth group of 10 patients for whom the prognosis was poor for various 
reasons, under usual methods of treatment. All of the 74 patients in this 
series had advanced tuberculosis, classified as far advanced in 69 cases 
and moderately advanced in 5 cases. Only 16 of these patients were in fa- 
vorable condition for a major surgical procedure. 

The anesthesia used for the cavernostomy operation was either local 
infiltration or general anesthesia. In making the incision, the aim was to 
reach the cavity at the point nearest the chest wall. A posterior approach 
was most frequently used (sixty-eight of the eighty-four operations). The 
length and number of ribs removed were usually just enough to unroof the 
area of the cavity, in most instances 4 to 6 cm. of one or two ribs; in some 
operations for lower lobe cavities in good risk patients, longer sections of 
three ribs were removed deliberately to allow more relaxation of the area 
of pulmonary disease. If the pleural space at the operative site was oblit- 
erated the lung cavity was opened immediately. If the pleural space was 
partially free, it was packed with gauze for several days before the pleura 
and cavity were opened at a second stage or even a third stage. In a few 
cases, the cavity, when opened, was packed with gauze; in the remainder a 
fine rubber tube was used and kept in situ until the bronchial fistulas ap- 
peared closed. A one-stage operation with immediate opening of the cav- 
ity, was possible in forty-four operations. 

Of the 74 patients, 30 are apparently arrested or much improved; 18 
of these 30 patients have been discharged from the hospital, and only 4 of 
them show slight intermittent serous drainage; 5 patients are ready to be 
discharged from the hospital, all of whom show closure of the cavity, a 
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well healed wound-and negative sputum; 6 patients still have a small drain- 
ing sinus, but no cavity and have negative sputum; | patient with closure 
of the cavity and well healed wound requires thoracoplasty for a residual 
cavity in the opposite lung. Thirty patients died; 8 are unimproved; 6 op- 
erated on only recently are not classified, although 2 now have negative spu- 
tum. The best results were obtained in patients with residual cavity after 
thoracoplasty and in those with lower lobe cavity. The poorest results and 
highest mortality occurred in the patients with inadequate cardiorespira- 
tory reserve and in the miscellaneous group with poor prognosis, in whom 


cavernostomy was done as a last resort. 22 references. 12 tables. 14 fig- 
ures. 


References to Current Articles 


Malignant Lymphoma of the Lung and Pulmonary Coccidioidomycosis. A 
Clinic in surgical Lesions of the Lung with Consolidation. Edward 
D. Churchill, Harvard Medical School, Boston, Mass. S. Clin. North 
America 27:1113-20, October 1947. Reports 3 cases, 1 a malignant 
lymphoma, 1 in which diagnosis was not established, but was probab- 
ly an infection, and 1 case of coccidioidomycosis of the lung. 4 fig- 
ures. 

Bronchiectases Following Atypical Pneumonia. Byron F. Royce (Capt., M. 
C., A. U.S.) and Ralph G. Victor (1st Lt., M. C., A. U. S.). Bull. 
U.S. Army M. Dept. 8:61-68, January 1947 

Lobectomy for Pulmonary Cysts in a Fifteen-day-old Infant with Recovery. 
W. Emory Burnett and Taylor Caswell, Temple University, Philadel- 
phia, Pa. Surgery 23:84-91, January 1948. 

Bronchiectasis. Treatment and Prevention. Theodore L. Badger, Harvard 
Medical School, Boston, Mass. New England J. Med. 237:937- 
41, Dee. 18, 1947. 

Congenital Cystic Disease of the Lung. A Familial Incidence of Four Males 
in One Family. D. F. McRae, Ninette, Man., Canada. Canad. M. A. 
J. 57:545-50, December 1947. 

Bronchography in Pulmonary Disease. Douglas S. Gorrell, Calgary, Alta., 
Canada. Canad. M. A. J. 58:126-29, February 1948. 

Primary Cancer of the Lung. Alton Ochsner, Michael DeBakey and 
J. Leonard Dixon, Tulane University and Ochsner Clinic, New 


Orleans, La. J. A. M. A. 135: 321-27, Oct. 11, 1947. 
20. Mediastinum 


References to Current Articles 


Carcinoma of the Thymus. Ben H. Neiman. Proc. Inst. Med. Chicago 16: 
463-64, Nov. 15, 1947. 
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Jones, Los Angeles, Calif. West. J. Surg. 55:610-17, November 1947. 


7 
a 
t 
é 


2] 
B 
M 
| W 
S 
ve 
b 
d 
tl 
0 
4 | 


QUARTERLY REVIEW OF SURGERY 207 
21. Heart 


CONTROL OF HEMORRHAGE FROM WOUNDS OF THE HEART 
BY THE GELATIN SPONGE “PATCH” TECHNIC. A NEW EXPERI- 
MENTAL METHOD. 


Hilger Perry Jenkins, Howard Owen, Edward Senz and Robert 
W. Jampolis, University of Chicago School of Medicine, Chicago, Ill. Ann. 
Surg. 126:973-89, December 1947. 


In a series of fifteen experiments on dogs a wound was made in the 
heart with a scalpel. In 4 the right ventricle was incised and in 11 the left 
ventricle. The hemorrhage was completely controlled by the application 
of a patch of dry compressed gelatin sponge. In this series 5 animals died 
between two and twelve days from distemper, pneumonia or empyema. One 
died after three days from pneumonia which was complicated by an intra- 
cardiac thrombosis due to migration of one of the two sponges applied into 
the cardiac wound. The 9 other animals were sacrificed at intervals varying 
from four days to six months after the wound was made. 

Thrombin solution was not used along with the gelatin sponge in any 
of these experiments. In 6 other animals ventricular fibrillation developed 
when the pericardium was opened or the wound made and these animals 
could not be utilized to evaluate the properties of the gelatin sponge. 

The mode of action of the gelatin sponge appeared to be as follows: 
The sheet of dry compressed sponge acted first of all as a tampon to slow 
and stop the stream of blood coming out of the wound with each systole. 
As the sponge is held over the wound the blood escapes through the inter- 
communicating interstices to saturate the sponge. When the blood clots in 
the sponge one has obtained essentially a reinforced clot with the sponge 
architecture offering a framework for the clot. As the blood clots in the 
sponge fibrin is liberated and produces an increasingly strong adherence of 
this reinforced clot to the wound provided that even pressure is applied over 
the sponge during the clotting process. It is necessary to maintain this pres- 
sure until the adherence of the sponge clot to the wound is sufficiently strong 
that it will withstand the force of the blood from the cardiac chamber. This 
was found to require as long as thirteen minutes in some experiments on 
the left ventricle, although only three to five minutes were required in some 
wounds of the right ventricle. 

Removal of the patch after the hemorrhage was controlled usually re- 
sulted in resumption of the hemorrhage, although sometimes there was no 
additional bleeding. 

Microscopic studies of the sponge at varying periods of time after the 
wound was made show a gradual absorption of the sponge after about two 
months. Furthermore the sponge appeared to give some protective cover to 
the wound and add some structural support during the process of wound 
repair. 

In view of these experimental observations it would appear that the 
gelatin sponge may have a place in the treatment of wounds of the heart, 
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to control the immediate hemorrhage, as a supplement to suture, or possib- 
ly as an alternate to suture under special circumstances such as proximity 
of the wound to a coronary vessel. Furthermore it is hoped that some mod- 
ification of this gelatin sponge patch method may be helpful in controlling 
hemorrhage in other types of cardiac surgery such as for valvular stenosis 
or foreign bodies. 17 references. 9 figures. 

Author’s abstract. 


A BLUE BABY WITH CONGENITAL PULMONARY  STENO. 


SIS (Een “blue baby” door aangeboren stenose van de arteria pulmonalis). 


I, Boerema, Amsterdam, Holland. Nederl. tijdschr. geneesk 92:184- 
89, Jan. 17, 1948. 


For the first time in Holland the Blalock-Taussig operation was per- 
formed on a girl presenting symptoms of the tetralogy of Fallot. For sev- 
eral periods the patient rested in bed and during the last two years she had 
several hemoptyses. This latter symptom made the diagnosis somewhat 
doubtful but all the typical symptoms of the tetralogy of Fallot were pres- 
ent and the patient was operated upon. The left subclavian artery was im- 
planted in the left pulmonary artery. The patient was very well during 
and after operation, cyanosis diminished greatly, the oxygen-saturation of the 
arterial blood increased from 59 per cent preoperatively to 85 per cent two 
weeks postoperatively. 1 figure. 


J. 1. de Bruyne. 


References to Current Articles 


Indications for Surgery in Congenital Cardiovascular Anomalies. Stanley 
Gibson, Northwestern University Medical School, Chicago, Ill. Proce. 
Inst. Med. Chicago 16:460-61, Nov. 15, 1947. 

Cardiac Arrest Under Anesthesia. Edwin R. Ruzicka and Morris J. Nichol- 
son, Boston, Mass. J. A. M. A. 135:622-28, Nov. 8, 1947. 

Symmetrical Double Aortic Arch. Report of a Case. Dean K. Crystal, 
Henry W. Edmonds and Paul F. Betzhold, Children’s Orthopedic Hospi- 
tal, Seattle, Wash. West. J. Surg. 55:389-92, July 1947. 

Perforating Wound of Pericardium. Stuart Z. Hawkes, Newark, N. J. Am. 
J. Surg. 74:797-800, December 1947. 

Complete Transposition of the Great Vessels at the Base of the Heart. B. 
I. Lewis, Hamilton General Hospital, Hamilton, Ont., Canada. Canad. 
M. A. J. 58:186-87, February 1948. 

Physiological Studies in Congenital Heart Disease. IV. Measurements of 
the Circulation in Five Selected Cases. L. D. Vandam, R. J. Bind and 
F. D. Gray, Jr., Johns Hopkins University and Johns Hopkins Hospi- 
tal. Baltimore, Md. Bull. Johns Hopkins Hosp. 81:192-215, Septem- 
ber 1947. 
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22. Esophagus 


CARCINOMA OF ESOPHAGUS AND CARDIAC END OF STOM.- 
ACH. 


Leo Doyle, Melbourne, Australia. Australian & New Zealand J. Surg. 
17:16-28, July 1947. 


Recent advances in anesthesia and surgical technic have made possi- 
ble more effective treatment of carcinoma of the esophagus and cardiac end 
of the stomach. One of the important advances is the use of controlled an- 
esthesia with cyclopropane; other advances are the use of chemotherapy and 
penicillin to combat postoperative infection and methods of preoperative 
preparation that correct plasma, protein, water and vitamin deficien- 
cies. From the point of view of surgical technic, the use of the transthorac- 
ic-transdiaphragmatic approach is important. The level at which the ap- 
proach is made depends upon the site of the carcinoma. In cases of eso- 
phageal carcinoma exploration should be done through the left side of the 
chest if the tumor lies caudal to the left bronchus and through the right 
side if the tumor is above this level. When the esophagus is freed a tape 
is passed around it; both trunks and branches of the vagus will be divided 
as this procedure is carried out. It is then determined where the anastomo- 
sis will have to be done to obtain adequate excision of the tumor. If the 
anastomosis must be made very close to the bronchus, it is best to dislocate 
the esophagus and make it lie anterior to the arch of the aorta. When the 
esophagus has been freed the diaphragm is split radially from the hiatus. 
The stomach is freed along both curvatures, with care not to interfere with 
the arterial branches from the right end of the stomach. The stomach is 
brought up behind the esophagus for the anastomosis at the required level. 
When the cardiac end of the stomach is involved, and a total gastrectomy 
is done, the esophagus is divided well above the lesion so that the esophago- 
jejunostomy will lie in the chest. 

These operations are extensive and take much time; the mortality is 
high but death is inevitable without operation and surgery offers a chance 
of cure. The prognosis is probably better when the carcinoma involves the 
esophagus, as cancer of the esophagus produces symptoms of obstruction 
early. In all cases of esophageal obstruction if cancer cannot be definitely 
eliminated as the cause, an exploratory thoracotomy should be done. Six 
illustrative cases are reported, in 2 of which radical resection of an eso- 
phageal cancer was done, in 4 total gastrectomy and resection of the lower 
esophagus. Only 1 of these patients is living and well ten months after op- 
eration (resection of an esophageal lesion). The other 5 patients died, 3 


postoperatively and 2 after a period of temporary improvement. 33 refer- 
ences. 10 figures. 
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INTRAPLEURAL RESECTION OF THE ESOPHAGUS AND 
THE HEART. TOTAL GASTRECTOMY WITH ONE-STEP ESOPHAGO. 
GASTRIC AND ESOPHAGOJEJUNAL ANASTOMOSES IN CANCER 
(Vnutriplevralnaya rezektsiya pishchevoda, kardii i total’naya gastrekto- 
miya s odnomomentnym ezofagogastro- i ezofagoeyunoanastomozom pri 
rake). 


B. V. Petrovskii, Institute of Experimental and Clinical Surgery, A- 
cademy of Medical Science, U. S. S. R. Khirurgiya No 9, 79-94, 1947. 


Transthoracic approach was successful in 20 cases of cardiac and eso- 
phageal tumors (tentative thoracodiaphragmotomy, 9; radical operation 
11). Local anesthesia included infiltration of the sympathetic and vagus 
nerves and spraying of the aorta, root of the lung and mediastinum with 
novocaine. 


Esophagogastric anastomosis was achieved by resecting the esophagus 
above and the stomach below the tumor. The stomach stump was closed by 
sutures and lifted into the pleural cavity where its posterior wall was fas- 
tened to the prevertebral fascia with a few stitches. A window was cut in 
the anterior wall, into which was inserted the esophageal stump. Two rows 
of mattress stitches were used for the anastomosis which was covered with 
remnants of omentum and flaps of mediastinal pleura. The lower part of 
the stomach was fastened to the diaphragm. Five of the 7 patients survived 
and constriction of anastomosis did not occur. 


Esophagojejunal anastomosis was accomplished by transferring one ef- 
ferent loop of the jejunum to the pleural cavity, inserting the esophageal 
stump into the window cut in this loop and suturing with posterior and an- 
terior stitches. The afferent loop was placed over the anastomosis and the 
jejunum sutured to the mediastinal pleura and to the marginal portion of 
the diaphragm. Below the diaphragm the loops were connected by an en- 
terostomy. Only one of the four operations had a fatal outcome. 


Prophylaxis of infection necessitated penicillin injections subcutane- 
ously and subpleurally during the operation. Some of the pleural fluid was 
removed (150 to 200 cc.) and replaced by 100,000 to 200,00 units of pen- 
icillin in solution. 6 tables. 11 figures. 


CONGENITAL ATRESIA OF THE ESOPHAGUS. 


J. ten Kate, The Hague, Holland. Maandschr. v. kindergeneesk. 15: 
372-91; 417-34, 1947. 


There are several types of congenital atresia of the esophagus. Of 
these the esophageal atresia combined with a fistula between the distal part 
of the esophagus and the trachea occurs most frequently. 

The diagnosis can be made by the clinical symptoms and _ roentgeno- 
grams. The use of lipiodol is indicated; introduction of barium into the 
respiratory tract is disastrous. An early diagnosis is of great value for a 
successful operation. 
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Operation is performed primarily to prevent aspiration of food and 
secondarily to insure a satisfactory nutritional status. Two methods are 
described: (1) direct method which ligates the fistula between esophagus 
and trachea, then connects both ends of the esophagus; (2) indirect meth- 
od, consisting of ligation of the fistula between esophagus and trachea, gas- 
trostomy, esophagostomy and formation of an antethoracic skin tube. This 
latter method is chosen when the distance between the two ends of the esoph- 
agus is too great for the end to end anastomosis. 

Without operation all cases end fatally, so the decision to operate is 
readily made. Of the 13 patients treated surgically by the author only the 
last 1 survived. 

The first operations were performed at a time when only one publica- 
tion concerning the possibility of operative treatment was available. 

The fatal result in such a great number of cases must partly be attrib- 
uted to other congenital defects, partly to the fact that most patients were 
sent late for operation and were in poor condition generally. 12 referen- 
ces. 2 tables. 19 figures. 

M. G. Stronk. 


(Several American series of cases present better results.—Ep.) 


References to Current Articles 


Idiopathic Dilatation of the Esophagus. Richard H. Sweet, Massachusetts 
General Hospital, Boston, Mass. S. Clin. North America 27:1128-35, 
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Describes technic of operation employed by the author (an adaptation 
of the Heineke-Mikulicz procedure). One illustrative case. 7 referen- 
ces. 3 figures. 

New Approach to the Treatment of Esophageal Varices. Max L. Som and 
John H. Garlock, New York, N. Y. J. A. M. A. 135:628-29, Nov. 8, 
1947. 

Transthoracic Resection of Carcinoma of the Upper Midthoracic Esopha- 
gus. A Report of Four Cases. Roland D. Pinkham, Seattle, Wash. 
West. J. Surg. 55:147-51, March 1947. 

Intraesophageal Venous Tamponage. Its Use in a Case of Varical Hem- 
orrhage from the Esophagus. L. G. Rowntree, E. F. Zimmerman, M. 
H. Todd and John Ajac, Miami Beach, Fla. J. A. M. A. 135:630-31, 
Nov. 8, 1947. 

The Sclerosing Therapy of Esophageal Varices. Cecil O. Patterson and 
Milford O. Rouse, Parkland and Baylor University Hospitals and 
Southwestern Medical College, Dallas, Tex. Gastrogenterology 9: 
391-95, October 1947. 

Esophageal Stricture Following Agranulocytosis due to Sulfonamide Ther- 
apy. Report of a Case. Burton D. Bryan, Truesdale Hospital, Fall 
River, Mass. New England J. Med. 237:941-42, Dec. 18, 1947. 
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23. Breast 


BREAST CANCER. 


Herbert C. Chase, New York, N. Y. Surg., Gynec. & Obst. 85:712-20, 
December 1947. 


Cancer of the breast is the most common malignancy; about 37 of 
every 1,000 adult women have the disease. It is increasing at the rate of al- 
most | per cent annually and unfortunately is not yet preventable but prog- 
nosis is steadily improving however and 10,000 of the 15,000 annual 
deaths can be prevented surgically if the diagnosis is made before the 
growth has extended beyond the breast. Women over 35 should be taught 
to examine their breasts monthly about midway between menstrual periods 
to facilitate early discovery and diagnosis. Important facts in early diag- 
nosis are emphasized. Elevation or retraction of the nipple indicates ad- 
vancing carcinoma and the necessity of prompt action. Cancer develops 
five times more often in breasts having fibrocystic disease than in normal 
breasts of the same age group. All discrete masses in the breast, without 
exception, require removal and microscopic examination. Cancer often re- 
sembles mastitis and vice versa. Skin dimpling, fixation or tethering is one 
of the latest early signs and should not be awaited if missing. Any bloody 
discharge from the nipple must be considered malignant until proved oth- 
erwise. Frozen section is necessary for diagnosis in doubtful cases. As- 
piration biopsy is definitely valuable when positive but a negative report 
means nothing. 


While reports are inconclusive, estrogens continue to be stressed as a 
cause of breast cancer, many cases being reported following their prolonged 
administration to menopausal women. They should be given cautiously and 
not in greater doses than occur normally. None should be given women hav- 
ing a family history of cancer or who have had a breast tumor of any kind. 
Testosterone is of value. Stasis and arrest of function of the breast are 
considered the most important predisposing factors. This is confirmed by 
statistics of the Mandarin women of China who have the highest incidence 
of breast cancer in the world and commonly bind their breasts and turn the 
baby over to a wet nurse. Castration has been effective in preventing de- 
velopment of breast cancer in susceptible mice and in men but not in women. 
Animal experiments in mice showed that breast carcinoma may be transmit- 
ted by breast milk to the offspring in susceptible strains of mice. There is 
no evidence to indicate that other tumors are so transferred. 

Radical! dissection is by far the best treatment for breast cancer and 
is being steadily improved; dissection is being extended and fascia and 
epigastric nodes removed over a wider area. The percentage of five year 
cures is inversely proportional to the per cent of node involvement. Roent- 
genotherapy will sterilize the breast in only about one-third of the cases 
so that simple mastectomy plus roentgenotherapy is definitely not curative. 
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Neither radium nor roentgenotherapy can compete with radical surgery for 
the cure of cancer of the breast. Postoperative roentgenotherapy is desir- 
able but should be standardized. It avoids or reduces the incidence of re- 
currences by destroying implanted cancer cells and also those in the media- 
stinum. Two methods of roentgenotherapy are therefore advised: (1) su- 
perficial soft tissue technic is used if there is no nodal involvement, axil- 
lary, suprascapular and upper incision, middle and lower incision, and me- 
diastinal portals being used; (2) usual fractionated deep therapy is given 
cases with node involvement but deep therapy to the mediastinum is in- 
cluded in both. 

Development of breast cancer during pregnancy is especially serious 
as it advances rapidly and cannot be expected to stop while pregnancy ex- 
ists. Interruption of the pregnancy is recommended if less than five months. 
Hysterotomy, tubal ligation, radical operation and administration of tes- 
tosterone are recommended after five months and a cesarean section 
followed by radical mastectomy and testosterone in the last weeks of preg- 
nancy. 

Failures in the treatment of breast cancer are caused by late diagnos- 
is, failure to recognize inoperability and inadequate or incomplete radical 
operation. 1 reference. 3 tables. 5 figures. 

(The use of postoperative roentgenotherapy is still argumentative. 
Sterilization is still a wishful thought.—». v. T.) 


SURGICAL CORRECTION OF HYPERTROPHY AND PTOSIS OF 
THE FEMALE BREAST. CLINICAL INVESTIGATION OF 300 CASES 
WITH EXAMINATION OF A NEW METHOD. 


A. Ragnell, Serafimer Hospital, Stockholm, Sweden. Acta chir. 
Scandinay. 94:1-149, Suppl. 113, 1946. 


The author suggests the following classification of abnormally shaped 
breasts, with or without ptosis: (1) bilateral overdeveloped; (2) normal 
with ptosis; (3) bilateral underdeveloped; (4) asymmetric overdeveloped 
and underdeveloped. 

The technic is based essentially on Biesenberger’s method as modified 
by Kilner (Kilner’s “Mammaplasty” in Postgraduate Surgery. 3:3791, 
Appleton-Century Co., 1937). The steps include: (1) inner circular and 
outer pear-shaped incision around the nipple; (2) removal of the periare- 
olar flap of skin for grafting purposes (to protect the vessels, nerves and 
smooth muscles); (3) insertion of our temporary sutures for fixation of 
tissues: (4) retraction of skin to the periphery but saving adipose fat as 
protective covering of its own blood vessels; (5) sector-shaped resection of 
the gland with removal of the resected part; (6) periareolar vascular plex- 
us left intact and rubber drain inserted from below (if no hypertrophy is 
noted, a vertical incision is substituted reaching to the fascia pectoralis); 
(7) éatgut fixation sutures, to lift the breast (height of the nipple should 
correspond to the nipple mark made by the surgeon prior to operation) ; 
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(8) gland reconstructed by cutting out a hole for the nipple at the upper 
end of the vertical suture (should fit the areola exactly); (9) areola is 
sewed into the hole, the drain removed laterally and a smaller tube sub- 
stituted (medial insertion); (10) dressing and elastic pressure band- 
age placed to give a lifting effect. 

In the author’s two-stage method, suitable especially for very long 
breasts and for pronounced hypertrophy, the markings are essentially the 
same as in the single stage method. ‘The submammary line in long breasts 
passes above the areola. The first stage involves: (1) superficial incision 
around the areola; (2) curved transverse incision across the breast, just 
above the areola (along the convex marking line); (3) vertical incision be- 
tween above two incisions, along the breast meridian; (4) fixation sutures 
around the areola, as in the single stage method; (5) retraction of skin and 
sector-shaped resection; (6) removal of the resected portion of the gland 
by first dissecting the lower skin flap and leaving the bottom part of sub- 
cutaneous fat intact, then retracting the upper skin flap and finally cutting 
out the gland sector, as in the single stage operation; (7) reconstruction 
of the gland, exactly as above; (8) upper and lower skin drawn over the 
gland; (9) excess skin from the lower flap cut out along the convex line 
marked on the breast; (10) nipple hole made and nipple sutured into the 
hole; (11) final skin sutures and dressing with an elastic pressure bandage 
(lifting action). The second operation is performed three or more months 
later. 

In the above methods the blood and lymph supply is preserved. Lae- 
tation too must be unimpaired, hence as many as possible glandular lobes 
are left. Postoperative complications are independent of age in patients un- 
der 40 but increases with age after 40, due to insufficient circulation. 

Lactation was preserved in 69.3 per cent of Ragnell’s cases and in 9.2 
per cent in Biesenberger’s group. Fibrosis and fibroadenomatosis were 
found in 91.6 per cent, which agrees with the reports of other investiga- 
tors. Nipple sensitivity was normal in 73.5 to 82.7 per cent, reduced in 
15.4 to 24.2 per cent and disappeared in 0.8 to 2.3 per cent of cases. In 
bilateral operations the normal sensitivity was achieved in 60 to 68 per 
cent. Skin sensitivity was retained in 82 to 88 per cent. In esthetic results 
Ragnell’s method is no more and no less satisfactory than the other existing 
methods. Stability of results is higher than in single stage opera- 
tions (judged by the tendency of the nipples to descend or ascent). 

According to case histories, hypertrophy generally appears first dur- 
ing puberty (82.1 per cent), and seldom during pregnancy (5.1 per cent). 
Apparently, endocrine disbalance characteristic of puberty may be respon- 
sible for hypertrophy. 

Changes in the body weight following operation were analyzed statis- 
tically and the author concluded that there is no ground for assuming any 


disturbing effect on the endocrine equilibrium. 97 references. 16 tables. 
19 figures. 
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TREATMENT OF POSTOPERATIVE SWELLING OF THE ARM 
FOLLOWING MASTECTOMY. PRELIMINARY REPORT. 


Henry A. Hanelin, Jonathan M. Williams, Sol M. Wolffson and 
E. Davis Wernick, Cook County Hospital, Chicago, Ill. Arch. ory 55: 
723-31, December 1947. 


Following mastectomy, the arm on the operated side is swollen from 
the shoulder to the elbow (and sometimes to the wrist); the skin is usually 
shiny and cold and, in some cases, there is brawny induration. The move- 
ments of the arm are more or less restricted and pain is usually present. 
There is no evidence of distortion or distension of the veins, although the 
symptoms may be secondary to obstruction of the venous flow. 

Of 25 patients with arm swelling after mastectomy, 21 were treated 
by injection of the stellate ganglion on the affected side with 5 cc. of a 1 
per cent solution of procaine hydrochloride. In 11 cases only one injection 
was given during the period of observation; in the other cases two to four 
injections. Twenty of these patients noted a feeling of warmth in the arm 
immediately after the injection; and dermatherm readings showed an aver- 
age rise in temperature of 4 degrees. In all cases, there was increased flex- 
ibility of the arm, relief of pain, and a decrease in paresthesia or hypes- 
thesia. Persistence of subjective improvement was noted in 80 per cent of 
the patients, the greatest improvement occurring in those patients giv- 
en more than one injection. The reduction in the size of the arm, by actual 
measurement, was slight compared with subjective improvement in im- 
proved flexibility and motion. Of the 4 patients who were not given the 
paravertebral block therapy, none showed any improvement in the condi- 
tion of the arm in the same period of observation (six months). As the 
clinical improvement in these cases treated was largely dependent on the 
number of times the paravertebral block was carried out, the advisability 
of sympathectomy is being studied in some cases. 8 references. 1 table. 
1 figure. 


References to Current Articles 


Carcinoma of the Breast. Grantley W. Taylor and Richard H. Wallace, 
Massachusetts General Hospital, Boston, Mass. S. Clin. North Amer- 
ica 27:1151-55, October 1947. Of 382 cases of cancer of the breast 
admitted to the hospital in 1933 to 1935, 328 were primary; 236 of 
which were operable; 51 per cent of the patients operated on are liv- 
ing and free from recurrence five to eight years after operation. 7 ref- 
erences. | table. 

Newer Aspects of Benign Tumors of the Breast. Murray M. Copeland, 
Georgetown University Medical School, Washington, D. C. Arch. 
Surg. 55:590-606, November 1947. Presents a review of mastodynia, 
adenosis, cystic disease, fibroadenoma and benign intracystic papillo- 
ma with special reference to clinical and endocrine aspects and treat- 
ment both surgical and nonsurgical. 13 references. 9 figures. 

Carcinoma of the Breast in the Absence of Clinical Breast Findings. Arnold 
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S. Jackson, Jackson Clinic, Madison, Wis. Ann. Surg. 127:177-79, 
January 1948. 

Unusual Metastatic Manifestations of Breast Carcinoma. Cutaneous Hem- 
orrhagic Metastases. Julian B. Herrmann and Frank E. Adair, New 
York, N. Y. Am. J. Surg. 74:844-49, December 1947. 

The Place of Radiation in the Treatment of Breast Cancer. Lowell S. Goin, 
Los Angeles, Calif. West. J. Surg. 55:203-204, March 1947. 

Hormonal Alteration of Advanced Cancer of the Breast. Ira T. Nathan- 
son, Harvard Medical School, Boston, Mass. S. Clin. North America 
27:1144-50, October 1947. Discusses the value of hormone therapy. 
Reports 3 cases in which stilbestrol therapy relieved symptoms, caused 
some regression in elderly women, and 1 case of breast cancer in a 
man improved by orchiectomy. 13 references. 4 figures. 


24. Diaphragm 


References to Current Articles 


On Diaphragmatic Hernia. Yngve Candolin, Central Hospital of Abo, 
Finland. Acta chir. Scandinav. 95:61-75, January 1947. Reports 8 
cases of diaphragmatic hernia; (5 traumatic, 4 incarcerated). Oper- 
ation was done by the abdominal route in 5 cases, by the thoracic route 
in 1 case; 2 were not operated. There were 4 deaths (3 postoperative 
and 1 from incarceration, not operated). 14 references. 2 tables. 6 
figures. 

An Analysis of the Cases of Hiatus Hernia Treated by Surgery at the Mas- 
sachusetts General Hospital. Lamar Soutter, Massachusetts Gener- 
al Hospital, Boston, Mass. S. Clin. North America 27:1121-27, Oc- 
tober 1947. In 67 operations for hiatus hernia, there were no mortalities 
with the transthoracic approach and a 4 per cent mortality with the 
abdominal approach. In patients followed up for over a year, inci- 
dence of recurrence was less and relief of symptoms greater follow- 
ing a transthoracic operation. 2 figures. 

Esophageal Hiatus Hernia. Frederick F. Radloff, Wenatchee and Robert 
L. King, Seattle, Wash. Gastroenterology 9:249-52, September 1947. 

Congenital Diaphragmatic Hernia in the Newborn with Mediastinal Defect. 
C. Douglas Sawyer, Methodist Hospital, Brooklyn, N. Y. Am. J. Surg. 
74:830-32, December 1947. 
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25. Abdominal Surgery 


EXPERIENCES IN THE SURGICAL TREATMENT OF MULTIPLE 
VISCERAL NEOPLASMS. 


Alexander: Brunschwig and Paul W. Schafer, University of Chicago 
School of Medicine, Chicago, Ill. Ann. Surg. 126:780-87, November 1947. 


Nine cases of multiple neoplasms are reported. In 2 of these cases the 
stomach and in 3 cases the colon was the site of the multiple neoplasms. 
In 1 case each, larynx and esophagus, esophagus and stomach, stomach and 
colon, papilla of Vater and colon were the sites of the multiple lesions. 
Not all these neoplasms were malignant; in 2 cases, one of the stomach les- 
ions was benign and in 1 case, one of the colon lesions was benign; these 
benign lesions had caused symptoms. 


In 3 cases, the tumors were situated close to one another and symptoms 
could be attributed to one of them. The multiplicity of growths was dis- 
covered only at operation or on examination of the surgical specimen when 
radical operation was done. Two of the patients are living and well, one 
year and six months and two years and one month postoperatively. One pa- 
tient was well for several months but died of carcinomatosis; in this case 
there were three distinct neoplasms in the stomach, two malignant and one 


benign and metastases in the transverse mesocolon and the superior mesen- 
teric vessels. 


In 3 cases the neoplasms were rather widely separated and symptoms 
indicated the presence of two separate growths. In 1 of these cases, car- 
cinoma of the lower third of the esophagus and of the lesser curvature of 
the stomach, the lower two-fifths of the esophagus and upper one-fourth of 
the stomach were resected. The patient made a good postoperative recov- 
ery. In 1 case, a total gastrectomy was done for gastric carcinoma, and 
later on abdominoperineal resection of 24 cm. of colon for carcinoma of 
the pelvic colon; the patient is living and well one year and nine months 
postoperatively. In 1 case laryngeal carcinoma was treated successfully by 
irradiation, following which cardioesophagectomy was done for a carcin- 
oma at the cardioesophageal junction; the patient died on the third post- 
operative day; autopsy showed no adequate cause of death. 

In another group of 3 cases, the second lesion developed several years 
after the first neoplasm had been treated by radical resection. In each case, 
the second lesion was also resected. One of these patients is living and well 
nearly ten years after the second operation; in this case, although the first 
tumor (carcinoma of the sigmoid) was definitely malignant; the second tu- 
mor was proved to be benign (lipoma of the colon). In the other 2 cases 
both tumors were malignant; 1 of these patients lived nearly six years 
after the first operation and was in good condition but within a year after 
the second operation showed evidence of advancing carcinoma. The third 
patient is living and well four years and six months after the first operation 
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and one year and six months after the second operation. In these cases the 


second neoplasm was found to be an entirely independent growth. 6 refer- 
ences. 4 figures. 


A NEW MATERIAL AND TUBE DESIGN IN GASTROINTES. 
TINAL INTUBATION. 


Arthur L. Kaslow, Wm. E. Branch Clinic, Hollywood Presbyter- 
ian Hospital and Cedars of Lebanon Hospital, Hollywood, Calif. Surgery 
23:293-97, February 1948. 


Prolonged use of the rubber stomach or intestinal tube passed intra- 
nasally is frequently the cause of bitter complaint on the part of the patient 
due to obvious irritation in the nasopharynx and esophagus. Recently 4 ca- 
ses of acute infection of the cricoid cartilage and anterior wall of the eso- 
phagus were reported caused by irritation from rubber intranasal tubes. 
The literature reveals 24 cases of serious infections following rubber in- 
tubation. 

Repeated trial and observation have showed intestinal intubation to be 
a lifesaving procedure. Since the use of intestinal suction for partial bowel 
obstruction the mortality has been reduced 50 per cent. It is because such 
important uses have been firmly established for intestinal intubation that a 
new material was sought that would justify more frequent and early use of 
the intranasal tube. At present there exists a reticence among doctors to 
subject their patients to the marked discomfort of a rubber intranasal tube 
which is quite understandable. The present report deals with a tube made 
of plastic material which reduces the discomfort to practically nil. (Pro- 
vided by Don Baxter Co., Glendale and Clinical Plastic Products, Los An- 
geles, Calif.) 


THE ADVANTAGES OF PLASTIC OVER RUBBER ARE FIVEFOLD 


1. Plastic tubes are smoother surfaced reducing friction on ate: 
the tube as well as reducing irritation on swallowing afterward. 

2. Plastic will not kink or twist itself tightly enough to obstruct suc- 
tion or inflow. 

3. Plastic is made of colorless transparency so that continuous visual- 
ization of contents siphoned out permits frequent changes in therapy de- 
pending on nature of material returning from bowel or stomach. 

4. Plastic does not deteriorate when in contact with oil or ointments, 
permitting the use of ointments having greater lubricating properties. More 
tenacious ointments can be used after tube in place. 

5. Plastic is less expensive than rubber and the cost of the tubes will 
permit expendability after each use. Much time and labor is at pres- 
ent needlessly used in cleaning rubber tubes yet the tube still retains an un- 
pleasant odor. 

GASTRO-INTESTINAL TUBE 


The design of the plastic gastro-intestinal tube differs somewhat from 
present rubber tubes. It is a single lumen tube, 10 feet long with a mercury 
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weighted balloon attached to its end. The distal tip is made of a loop of 
narrow plastic tubing which is very soft and nontraumatic. Directions as 
to passing the tube are discussed. A diagram of the tube is in the article 
showing its appearance and use. 


STOMACH IRRIGATION TUBE 


This design is unlike any other tube available on the market at pres- 
ent. It consists of a double lumen tube in which the smaller tube projects 
beyond the end of a larger caliber tube. Perforations at the distal end of 
the small tube are for cleansing fluids to gradually drip into the stomach. 
The larger lumen tube is for sucking back the washings of the stomach. 

The use of this tube is of great value where continuous lavage of the 
stomach is desired and very little care is necessary for its around the clock 
operation. 

It is a true irrigating device and has been used successfully as an ar- 
tificial kidney in uremia and anuria in place of peritoneal irrigation. Other 
uses are in food poisoning, barbiturate overdose, postoperative nausea 
and vomiting, gallbladder distress, pancreatitis, and in continuous cleans- 
ing of a decompensated stomach due tc pyloric obstruction. 2 references. 
2 figures. 


Author’s abstract. 


NUTRITIVE ABDOMINAL ALLERGY AS SEEN BY THE SUR- 
GEON (Uber nutritive abdominale Allergie vom Standpunkt des Chirur- 
gen). 


R. Kaijser, University of Uppsala, Uppsala, Sweden. Acta chir. Sean- 
dinav. 94:1-337, Suppl. 111, 1946. 


The series of 705 patients included various abdominal disorders, al- 
lergic states and food sensitivities. All patients were skin tested and the 
results were correlated with the symptoms. 

The control group of 88 nonallergic individuals gave 20.4 per cent 
positive skin tests, known allergic cases 41.4 per cent, food sensitiv- 
ity group 34.7 per cent. Patients with high eosinophil count showed a res- 
ponse slightly higher than the controls. 

Among the patients with abdominal diseases, those suffering from gas- 
troduodenal ulcer (92) showed about the same frequency as the controls 
(23.1 per cent) but in each individual allergic case intake of the offending 
food invariably aggravated ulcer symptoms. The author concludes that in 
spite of this coincidence between allergy and ulcer, the frequency is too 
low to warrant assumption of allergic etiology. Histologic studies of the 
gastric mucosa in ulcer cases showed no correlation between a high eosino- 
phil count and degree of allergy; it may be inferred that nutritive allergy 
in these patients is not caused by eosinophilia. 

Gallbladder and biliary duct diseases (86 cases) gave allergy 

frequency of 26.4 per cent. There was practically no difference in frequen- 
cy between chronic and acute-inflammatory conditions. In cholecystitis the 
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frequency was highest (29.4 per cent). The total allergy frequency was 
40.6 per cent, and migraine was the predominant allergic manifestation. 
It is possible that nonnutritive allergens are present in the patients’ tissues 
which are responsible for this condition. Histologic examination of 176 
cholecystectomy cases showed local eosinophilia of high and moderate de- 
gree (5.1 and 12.3 per cent) where the gallbladder wall was edematous 
and swollen but nutritive allergy of the skin showed no relation to the 
local eosinophilia. 

The appendicitis cases (159) showed an allergy frequency of 28.7 per 
cent. Histologic examination revealed eosinophils in rather high numbers 
when the appendix wall was swollen and edematous; in gangrenous appen- 
dixes no eosinophils were found. 

In the miscellaneous group (310 cases) the liver and bladder condi- 
tions, tubercular lymphadenitis and peritonitis, intraperitoneal adhesions 
showed low incidence of allergy. Gynecologic diseases gave a higher index. 
Achylia appeared in 19.1 per cent, gastritis in 30.2, enteritis in 31.5 and 
colitis in 28.8 per cent. In the last three categories nutritive allergy was 
more frequent; in the others it was normal or below. Eosinophilia was dis- 
closed histologically only in the acute period of attack. 

The experimental group was also tested for food aversion and food- 
caused indisposition. The indexes were: ulcer 32.6 per cent; gallbladder 
conditions 31.4; appendicitis 30.3; liver, bladder, peritoneal diseases 16.7: 
gynecologic patients, none; achylia 15.8; gastritis 39.4; enteritis 22.9; 
colitis 36.5 per cent. The controls were 15.6. However, the statistical dif- 
ferences, according to the author, are of little etiologic significance, since 
the food and skin tests show poor correlation. Diet trials, while valuable 
as supplementary evidence, are not conclusive. In abdominal, especially 
gastric, disorders dyspepsia does not necessarily result from the food but 
may be one of the original symptoms. In such cases food sensitivity is a 
later complication which aggravates the already existing condition. Diet 
test data must be carefully considered in checking on skin tests. 278 ref- 
erences. 


References to Current Articles 


Abdominal Injuries. Pat. R. Imes, Louisville, Ky. J. A. M. A. 135:814-16, 
Nov. 29, 1947. Discusses methods of treatment of abdominal injuries 
in World War II, and the improvement in results. The improved meth- 
ods employed in war injuries are equally applicable in civilian prac- 
tice. 2 references. 

Early Postoperative Wound Disruption. K. R. Trueman, Winnipeg Clinic, 
Winnipeg, Man., Canada. Canad. M. A. J. 57:550-53, December 1947. 

Simultaneous Occurrence of Multiple Primary Carcinomas Within the Ab- 
dominal Cavity. Kenneth B. Hanson and John T. Crone, St. Mary’s 
Hospital, Cincinnati, O. Am. J. Surg. 74:895-96, December 1947. 

Diverticula and Other Mucosal-Lined and Pathologic Out-Pouchings of the 
Gastrointestinal Tract. Walter H. Gerwig, Jr., Washington, D. C. Am. 
J. Surg. 74:462-71, October 1947. 
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Prolonged Intercostal Nerve Block in Upper Abdominal Operations. Stan- 
ton Belinkoff, Lenox Hill Hospital, New York, N. Y. Ann. Surg. 127: 
136-43, January 1948. 

The Suprarenal Cortical Syndrome. Report of a Case with Carcinoma of 
the Adrenal Cortex. William L. McLaughlin, John P. Bowler and Jar- 
rett H. Folley, Hitchcock Clinic and Mary Hitchcock Memorial Hos- 
pital, Hanover, N. H. J. Urol. 58:221-34, October 1947. 


26. Abdominal Wall 


References to Current Articles 


Abdominal Wall Abscess Secondary to Perianal Abscess. Herman J. Mei- 
sel, Charles S. Gallion and Joseph M. Miller, Veterans Administration 
Hospital, Fort Howard, Md. J. Urol. 58:461-63, December 1947. 

Abdominal Wound Closure in the Substandard Patient. Milton W. Durham 
and Joel W. Baker, Virginia Mason Hospital, Seattle, Wash. Bull. 
Mason Clin. 1:145-51, December 1947. 

Endometriosis of the Umbilicus. Benjamin J. Weisband and Charles Mod- 
ica, New York, N. Y. Am. J. Surg. 74:827-29, December 1947. 
Fascial Repair for Poliomyelitis Paralysis of the Abdominal Wall in Adults. 
George T. Wallace (Major, M. C., A. U. S.) and William J. West 
(Capt., M. C., A. U.S.) J. Bone & Joint Surg. 29:1031-43, October 

1947. 


27. Hernia 


HERNIAL REPAIR USING COOPER’S LIGAMENT. FOLLOW-UP 
STUDIES ON THREE HUNDRED AND SIXTY-SEVEN OPERATIONS. 


Henry N. Harkins, Johns Hopkins University and Hospital, Baltimore, 
Md. and Richard H. Schug, Henry Ford Hospital, Detroit, Mich. Arch. 
Surg. 55:689-709, December 1947. 


With the use of Cooper’s ligament in repair of hernia, the same tech- 
nic can be used for all hernias of the groin, whether direct or indirect, 
inguinal or femoral. The structures usually sutured to Poupart’s liga- 
ment when an inguinal approach is used, are sutured to Cooper’s ligament. 

In the series reported silk sutures were used in all cases. Spinal anes- 
thesia was employed in most cases, sometimes supplemented by gas, oxy- 
gen and ether; for older or poor risk patients, local anesthesia was 
employed. While in the earlier cases in the series, patients were kept in 
bed for twelve days for simple unilateral hernia and longer for recurrent 
or bilateral hernia, in the last two years, early ambulation (within twenty- 
four hours) has been encouraged in most cases. In the operation for hernia 
employed, utilizing Cooper’s ligament, there are ten essential steps: (1) ex- 
posure of the cord and opening of the indirect sac; (2) exploration of Hes- 
selbach’s triangle and of the femoral ring; (3) indirect or femoral her- 
nia, transposition of the direct or femoral sac into the indirect sac (Ho- 
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guet’s maneuver); (4) closure of indirect sac by internal purse-string sut- 
ure; (5) plastic maneuver on the internal ring (MacGregor’s); (6) relax- 
ation of the internal oblique muscle so that it, with the attached trans- 
versalis fascia can be pulled down for the repair without tension; (7) sut- 
ure into Cooper’s ligament; (8) closure of the external oblique aponeuros- 
is; (9) closure of Scarpa’s fascia; (10) closure of the skin. 

For suture into Cooper’s ligament, the red muscle of the internal ob- 
lique is never used; the transversalis fascia, if it is strong enough may be 
used alone for the upper leaf of the repair; otherwise both the fascia and 
the conjoined tendon are used; and Cooper’s ligament is the lower leaf. 
The most lateral suture is placed first; the sutures into Cooper’s ligament 
are all of double heavy silk; a small round curved Mayo needle is used 
preferably with a Bland or Jones needle holder. The double strands are 
tied in a triple knot, and the individual strands separated and tied in pairs. 

In the series reported, three hundred and sixty-seven hernias have been 
repaired by this method in 294 patients; in the patients followed up for two 
years or more, with one hundred and thirty-one hernias, there have been only 
three recurrences (2.3 per cent). In the entire series, including those op- 
erated on less than two years previously, the percentage of known recur- 
rences is only 0.8 per cent. 4 tables. 10 figures. 


References to Current Articles 


Presence of Cecum and Appendix in Scrotum in Large Indirect Inguinal 
Hernia. Thomas F. Keyes, Marysville Clinic, Marysville, Calif. Am. 
J. Surg. 74:833, December 1947. 

Technic of Hernia Repair. Norman S. Rothschild, Jewish Hospital, Phila- 
delphia, Pa. S. Clin. North America 27:1561-66, December 1947. A 
technic of herniorrhaphy featuring the suturing of relaxed structures 
to Cooper’s ligament is explained. 

Tantalum Gauze in the Repair of Hernias Complicated by Tissue Deficien- 
cy. A Preliminary Report. Tom Dercum Throckmorton, Des Moines, 
Iowa. Surgery 23:32-46, January 1948. 

Superior Linea Semilunaris Hernia Subjacent to Arcuate Line. Gordon E. 
Perrigard, Herbert Reddy Memorial Hospital, Montreal, Que., Cana- 
da. Canad. M. A. J. 57:575-76, December 1947. 

Combined Appendectomy and Inguinal Herniotomy. William H. Myers and 
Ruth F. Rominger, Coal Valley, Ill. Am. J. Surg. 74:444-48, October 
1947. 

Skin as a Supporting Graft in Repair of Hernie. W. T. West and E. S. 
Hicks, Brantford Clinic, Brantford, Ont., Canada. Canad. M. A. J. 58: 
178-80, February 1948. 


28. Peritoneum 


References to Current Articles 


On Shock during the Healing Stage of Peritonitis. Philip Sandblom and 
Birger Hahn, Crown Princess Lovisa’s Hospital, Stockholm, Sweden. 
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Acta chir. Scandinav. 95:76-80, January 1947. Reports an illustra- 
tive case of shock developing during the healing stage of peritonitis, 
evidently due to the sudden resumption of intestinal function. Efficient 
drainage of the intestine, preferably with the Miller-Abbot tube, is in- 
dicated. 6 references. 


29. Stomach and Duodenum 


SYMPOSIUM ON VAGOTOMY FOR PEPTIC ULCER. II. EARLY 
SURGICAL RESULTS IN FORTY-THREE CASES. 


Thomas N. P. Johns and William E. Grose, Johns Hopkins University 
and Hospital, Baltimore, Md. Bull. Johns Hopkins Hosp. 81:92-106, Aug- 
ust 1947. 


Vagotomy has been done on 43 patients with peptic ulcer; the first op- 
eration was done just two years before this report was completed, so that 
no valid interpretations of the final effect of the operation can be given. 
In 16 of the 43 patients vagotomy was the only operative procedure; the 
transthoracic approach was used in 11 of these cases and the abdominal 
approach in 5 cases. In 3 of the first patients in this series, splanchnico- 
tomy was done in addition to vagotomy. In 10 cases artificial stomata were 
formed ( gastroenterostomy, 8 cases; pyloroplasty, 2 cases); in 14 cases sub- 
total gastric resection was done in addition to vagotomy. 

In this series of 43 cases, the lesion was duodenal in 32 cases, gastric 
in 9 cases, and marginal in 2 cases; five of the nine gastric ulcers were 
resected; three were visualized and were grossly benign; one was biopsied. 
In 25 of the 43 cases, pain, not controlled by the best medical regimen pos- 
sible, was the chief indication for operation; in 5 cases hemorrhage and in 
3 cases, pyloric obstruction was the chief indication for operation; in 7 
of these 8 cases either gastroenterostomy or resection was also done. In 9 
cases vagotomy was done ten to fourteen days after closure of a perforation 
and in | case at the time of closure of a perforation. 

Of the 43 patients, 41 have been followed up; the 2 patients who have 
not been followed up had had resection done in addition to vagotomy and 
were both doing well when discharged from the hospital. Results have been 
satisfactory in 34 of these 41 patients (83 per cent). One patient (a boy 
6 years old with ruptured Cushing ulcer following removal of a brain tum- 
or) died of meningitis and dural sinus thrombosis two weeks after vago- 
tomy and repair of the perforation. In 2 cases, there was recurrent ulcer 
after vagotomy and right splanchnicotomy; in 4 cases recurrence or per- 
sistence of symptoms after vagotomy. If the patient who died with compli- 
cations of craniotomy and the 3 patients in whom splanchnicotomy was 
done in addition to vagotomy are excluded, there were 37 patients followed 
up with no mortality, satisfactory results in 33 cases (89 per cent) and un- 
satisfactory results in 4 cases (11 per cent); in addition the 2 patients not 
followed up, were doing well when discharged from the hospital. 

In the patients with satisfactory results, the most striking result of va- 
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gotomy was the prompt relief of ulcer pain; this relief enabled most of 
these patients to overcome the postoperative complications of vagoto- 
my. The most frequent of these were an increase in the daily number of 
stools, a feeling of fullness after eating and postoperative vomiting; these 
symptoms did not persist for any length of time in the patients with satis- 
factory results. The best results were obtained in the patients who had some 
procedure other than vogotomy, especially in the group in which gastroen- 
terostomy or pyloroplasty was done. 15 references. 7 tables. 

(As has been pointed out previously, these investigators have found 
that vagotomy with gastroenterostomy or pyloroplasty is a more satisfac- 
tory procedure than vagotomy alone in the treatment of duodenal ulcer. Be- 
cause of the difficulty in distinguishing a malignant from a benign ulcer at 
the operating table, vagotomy is not the procedure of choice in dealing with 
gastric ulcer and will not supplant resection. Thus far we have no evidence 
that splanchnicotomy will alter the untoward symptoms accompanying va- 
gotomy. In the interpretaion of the end results of vagotomy it is impor- 
tant to insist that the statistics be not colored by patients who have also had 
gastroenterostomy or resection since both these procedures alone may be cur- 
ative in from 75 to 95 per cent of duodenal ulcers.—J. M. Ww.) 


SUBTOTAL GASTRECTOMY FOR GASTRIC ULCER. A STUDY 
OF END RESULTS. 


Henry K. Ransom, University of Michigan Medical School, Ann Arbor, 
Mich. Ann. Surg. 126:633-52, November 1947. 


In twenty years, 1926 to 1945 inclusive, 1,356 patients with gastric 
ulcer have been treated at the University of Michigan Hospital; operation 
has been done on 246 of these patients. In 20 cases, an emergency opera- 
tion for perforation was necessary, but in 226 cases an elective operation 
was performed. In the course of twenty years, there was a definite tendency 
away from the more conservative operation of gastroenterostomy and ex- 
cision of the ulcer and toward gastrectomy as the operation of choice; 
partial, subtotal and total gastrectomy was done in 188 cases. In all but 
1 of these cases in which a palliative gastrectomy was done (Colp), the 
ulcer was removed and histologic examination done. While in many cases, 
the preoperative diagnosis suggested the possibility of malignancy, at the 
time of operation, the surgeon found no gross evidence of malignancy 
either in the lesion or the regional lymph nodes in any case. Histologic ex- 
amination, however, showed malignant disease superimposed on chronic ul- 
cer in 19 cases (10.1 per cent). In the other 168 cases, the surgical diag- 
nosis of benign ulcer was confirmed. 

The chief indication for surgical treatment in these cases in which gas- 
trectomy was done was the failure of adequate medical treatment (69 ca- 
ses). In 56 cases, the possibility of malignancy was the indication for op- 
eration; this diagnosis was suggested by the age of the patient, the short 
clinical history, achlorhydria, the roentgenologic or gastroscopic findings. 
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In 41 cases operation was done because of obstruction that was not relieved 
by medical treatment; and in 10 cases because roentgenograms showed a 
deeply penetrating ulcer. Operation was not done in any case for acute 
massive hemorrhage, but was indicated by repeated severe hemorrhages in 
9 cases. 

In 47 cases a Polya type of operation was done, usually retrocolic; 
in 128 cases a Hoffmeister type of reconstruction was done, with retrocolic 
anastomosis in 113 cases; this is now considered the method of choice, es- 
pecially as it facilitates removal of practically all of the lesser curvature. 
Total gastrectomy was done in 3 cases, in all of which the ulcer was high 
on the lesser curvature or on the posterior wall, and it was considered to 
be probably malignant. Histologic examination, however, showed a benign 
ulcer in all 3 cases. 

There were 15 postoperative deaths in the 188 cases of gastrectomy 
(mortality of 7.9 per cent). The mortality rate has decreased in recent 
years, owing to improvements in technic, better methods of anesthesia, im- 
proved preoperative and postoperative care and the introduction of chemo- 
therapy and antibiotics. 

Of the 19 patients whose ulcer was found to be malignant on histol- 
ogic examination, 1 died in the hospital. Another patient returned to the 
hospital within a month for a tracheotomy because of respiratory obstruc- 
tion following necrosis of the cricoid cartilage (probably due to prolonged 
use of Levine tube following gastrectomy) and died shortly after operation. 
Six of the remaining patients have since died, 5 from recurrent carcinoma; 
1 died from cerebral hemorrhage, and had lived over seven years without 
recurrence of carcinoma. Eleven patients are still living, 6 of them for 
over five years without evidence of recurrence. As the patient who died 
from cerebral hemorrhage also lived over five years this gives a five-year 
survival rate for the 19 patients with malignancy of 36.9 per cent or, if the 
2 postoperative deaths are excluded, of 41.2 per cent, while the five-year 
survival rate in cases in which gastrectomy is done for gastric cancer is 
approximately 20 per cent. 

In 138 patients with gastric ulcer, who have been followed up 
for more than two years, 127 or 92 per cent have satisfactory results. Of 
these 65 are entirely free from symptoms and are carrying on their normal 
activities; 21 are free from ulcer symptoms, but complain of slight or in- 
consequential symptoms, such as intolerance to certain foods; 41 patients 
are much improved but not completely free from symptoms although these 
symptoms are well controlled. One-half of these patients have coexisting 
disease that would account for at least some of the symptoms. Seven pa- 
tients had no definite relief of symptoms after operation but no stomal ul- 
cer; 3 of these patients have died. Four patients in the series developed 
jejunal ulcer; all of these patients have died. In 112 cases, changes in 
weight have been recorded; 84 of these patients have lost weight since gas- 
trectomy (average 17 pounds); 15 have gained weight (average 10 
pounds); and 13 show no change in weight. 

These results indicate that gastrectomy is at present the best method 
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of treating gastric ulcer when operation is required. Further experience 
with vagotomy may show this to be the operation of choice, especially for 
patients who are poor risks for gastrectomy or who have high or inaccessi- 
ble lesions. Subtotal resection has given the best results in these cases. The 
fact that malignant changes were found in 10 per cent of the lesions that 
were not recognized as malignant at operation indicates that any indirect 
operation for gastric ulcer is not a method of choice and should be employ- 
ed with caution. 21] references. 15 tables. 3 figures. 

(Subtotal gastrectomy is the procedure of choice for gastric ulcer. Re- 
construction by means of the Hoffmeister-Polya or Shoemaker-Billroth No. 
1 operations will permit the removal of ulcers just below the esophagus on 
the lesser curvature with low operative ‘risk. The incidence of malignancy 
in this and similar series of gastric ulcers (10 to 15 per cent) far out- 
weighs the risk of subtotal gastrectomy (1 to 2 per cent). Since the roent- 
genologist, surgeon and pathologist cannot always distinguish a malignant 
from a benign ulcer until it is under the microscope, nor can the internist 
always be sure by its response to a medical regimen, the only safe and 
wise course is to advise surgical removal of all gastric ulcers in patients 
of reasonable operative risk. This will permit earlier operation for an ap- 
preciable number of gastric cancers with twice the ordinary chance for 
cure.—J. M. W.) 


PRINCIPLES GOVERNING TOTAL GASTRECTOMY. A REPORT 
OF FORTY-ONE CASES. 


George T. Pack, Gordon McNeer and Robert J. Booher, Memorial 
Hospital, New York, N. Y. Arch. Surg. 55:457-85, October 1947. 


The complete removal of the stomach and its tributary lymph nodes 
is the only operation that provides radical resection of gastric cancer such 
as is employed in carcinoma of the breast, the colon and the rectum. In 
the 41 cases reported in which total gastrectomy was done, the gastric les- 
ion was carcinoma in 37 cases, extensive reticulum cell carcoma in 1 case 
and a benign lesion in 3 cases (limitis plastica in 1 case, and large ulcer 
high on the lesser curvature in 2 cases). In 29 of the 41 patients, the symp- 
toms had been present one year or less. Pain was the most frequent initial 
symptom in 20 cases; in some pain was relieved by food, in others it was 
constant. Anorexia was the initial symptom in 5 cases, weakness in 4 cases, 
indigestion in 3 cases, vomiting, belching and dysphagia in 3 cases each, 
and nausea, loss of weight and rapid satiation in 1 case each. The extent 
of the lesion was determined by gastroscopy and roentgen examina- 
tion. Fluoroscopic examination of the stomach has been found to be the 
best means of determining the extent of the tumor. Total gastrectomy is 
indicated only if the lesion involves the stomach, tributary lymph nodes and 
immediate perigastric tissues and not if there are distant metastases. There 
must be sufficient mobile esophagus above the lesion to provide at least 3 
cm. clear margin above the lesion and enough for anastomosis after resec- 
tion. 


QUARTERLY REVIEW OF SURGERY 287 


Patients are hospitalized for at least five days before the operation; 
a high protein diet is given (in liquid form if necessary) with fortified 
fruit juices to increase hepatic glycogen stores. Gastric aspiration and lav- 
age with tenth normal hydrochloric acid are done daily (twice daily if there 
is obstruction). Blood transfusions are given. A transthoracic-transdia- 
phragmatic total gastrectomy was done in 1 case because of involvement 
of the distal esophagus; in this case ether-nitrous oxide-oxygen anesthesia 
was used with controlled breathing. In the other cases spinal anesthesia 
was used with pentothal sodium (2.5 per cent) intravenously to control 
restlessness and apprehension. Gastrointestinal continuity was _reestab- 
lished by esophagojejunostomy in all but 1 case, in which esophagoduoden- 
ostomy was done. The esophagus ‘can be anastomosed to the jejunum with 
greater ease and without tension. In all but 5 cases a jejunojejunostomy 
was done. Blood transfusion was given during operation and postoperatively 
as indicated. All patients were placed in an oxygen tent after operation 
for at least twenty-four hours. The patient is instructed to dorsiflex the feet 
and move the legs, while in bed, and is usually ambulatory in forty-eight 
hours. Liquid food, high in protein with vitamin supplements, is giv- 
en through an indwelling Levine tube (in place before operation); or a je- 
junostomy may be employed; parenteral fluids are also necessary for three 
or four days. 

In the 41 cases reported, there were thirteen postoperative deaths 
(mortality of 31.7 per cent). Six deaths were due to pneumonia, three 
deaths to peritonitis and abscess formation; three to cardiac failure; and 
one to the hepatorenal syndrome with anuria. At the time of this report 11 
patients are living; 1 of these patients shows evidence of recurrence of can- 
cer. Seven patients who were operated on for gastric cancer are living with- 
out signs of recurrence 5 of them for over three years; the 3 patients who 
had benign lesions are living and: symptomless. The 5 patients with gastric 
cancer who have lived more than three years without recurrence had no in- 
volvement of the tributary lymph nodes at the time of operation. Of the 17 
patients who survived operation but died later, 1 died in an accident, the 
cause of death is not known in 2 cases; the remaining 14 died of cancer. 
The average duration of life was twenty-six months in patients showing no 
involvement of the lymph nodes at operation as compared with ten months 
in those showing such involvement. The survival of 5 patients with gastric 
cancer for over three years (13.6 per cent of 37 cases of gastric cancer) 


indicates progress in the treatment of a condition too often considered hope- 
less. 19 references. 6 tables. 11 figures. 


THE BEHAVIOR OF GASTRIC AND DUODENAL ULCER IN 
A FISHING DISTRICT IN THE NORTH OF NORWAY. 


Kaare Schanke, Nordland County Hospital, Stokmarknes, Norway. 
Acta chir. Scandinay. 94:9-303, Suppl. 115, 1946. 


Studies of gastroduodenal ulcer in a Vesteraalen fishing district 
in Norway, showed an unusually high incidence among fishermen. It was 
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also found that, contrary to most other reports, gastric ulcers occurred there 
more frequently than duodenal ulcers and more commonly in males. In- 
vestigations of the comparative frequency of gastric and duodenal ulcers 
and the determining ulcer etiologic factors based on the circumstances and 
living habits of each individual case were therefore made. Fishermen were 
selected for this study because they were the only occupational group avail- 
able whose size and composition was sufficiently large and uniform for the 
purpose. 

The family incidence of ulcers showed that heredity was unimportant 
in regional rate variations. Some seasonal variations in the incidence were 
found but occupational and possibly psychic factors were probably more 
important. Two types of diets, one more lactovegetarian than the other, were 
used but apparently had no effect upon the ulcer rate though, contrary to 
previous reports, the ulcer incidence was higher with the predominantly lac- 
tovegetarian diets. 

Results of these investigations showed that the incidence of gastrodu- 
odenal ulcers in Vesteraalen was about the same in strictly rural and urban 
areas and was about 3 per 1,000 or about the same as the American rate. 
It was also found that gastric ulcers were about three times as frequent as 
duodenal ulcers. Further study indicated that the irregular living habits of 
fishermen was the probable explanation. Fishermen eat irregularly when 
fishing and their work is largely seasonal. Most ulcers developed during 
these fishing seasons. Dietetic and other harmful environmental conditions 
are probably less potent with fishermen than in the urban population. This 
indicates that occupation is the probable cause of the higher ulcer rate 
among fishermen. 

Further investigations among fishermen showed that most of their ul- 
cers were caused by chemicomechanical factors and were largely localized 
in the pylorus. This investigation was inadequate to explain the place of 
duodenal ulcers in this group. These are usually most frequent in a popu- 
lation exposed to the effects of urban life. They also occurred in some fish- 
ermen who were or had been under urban influences. These ulcers therefore 
apparently developed under the neurogenic etiologic theory. This study 
therefore indicated that ulcers developed under the chemicomechanical eti- 
ologic theory were usually gastric while those developed under the neuro- 
genic theory were usually duodenal. 

Inadequate information was available to compare the ulcer incidence 
of different countries. It was found however that duodenal ulcers in Swe- 
den were predominant in Stockholm and gastric ulcers in the sparsely popu- 
lated district of Upper Nordland. Gastric ulcers only formed 8.4 per cent 
of gastroduodenal ulcers in Copenhagen and duodenal ulcers predominated 
in Oslo. Reaction of the individual to his environment is as important as 
the environment in ulcer etiology. The incidence of gastric and duodenal 
ulcers should be the same where the two groups of etiologic factors are 
about equal. These findings are contradictory to the general belief that these 
two types of ulcer are local manifestations of the same process. 

Choice of treatment for these ulcers largely depends on their location, 
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the prognosis being worse for duodenal than gastric ulcers. 214 referen- 
ces. 19 tables. 7 figures. 

(The influence of diet and occupation on the formation of gastric and 
duodenal ulcers have long been of interest to the profession and these per- 
tinent observations add materially to the accumulating data on this phase 
of the ulcer problem—J.M.W.) 


DIVERTICULA OF THE DUODENUM AND JEJUNUM, WITH A 
REPORT OF A NEW TECHNICAL PROCEDURE TO FACILITATE 
THEIR REMOVAL AND A DISCUSSION OF THEIR SURGICAL SIG- 
NIFICANCE. 


Howard Mahorner and Wendell Kisner, Baptist Hospital and Tuoro 
Infirmary, New Orleans, La. Surg., Gynec. & Obst. 85:607-22, November 
1947. 


Diverticula of the duodenum are not rare, as they are demonstrable 
in 1 to 2 per cent of patients who have roentgenologic study of the gastro- 
intestinal tract. Frequently they cause symptoms that are severe and some- 
times disabling, especially pain. Diagnosis of duodenal diverticulum can- 
not, however, be made from the clinical symptoms; tenderness in the right 
lower portion of the epigastrium suggests this diagnosis, but definite diag- 
nosis depends upon the radiologic findings, which should also include a 
cholecystogram. A residual pool of barium in the diverticulum is import- 
ant as indicating that the symptoms are largely due to the diverticulum it- 
self. Jejunal diverticula occur much less frequently than duodenal divert- 
icula, and preoperative diagnosis is difficult. They may, however, cause 
symptoms which can be relieved only by removal of the diverticula. 

Removal of duodenal diverticula is the method of choice. A duoden- 
al diverticulum may be difficult to locate at operation, especially a divert- 
iculum that extends posteriorly or one protruding into the head of the pan- 
creas. The method devised by the authors for demonstration of the divert- 
iculum by pumping the duodenum with air is as follows: A 20 cc. syringe 
with a 22 gage needle is used. The needle is inserted into the duodenum 
and the duodenum filled with air, using 30 to 40 cc. As the duodenum 
is ballooned, the diverticula show, even if they are in the head of the pan- 
creas, or in the leaves of the transverse mesocolon. For demonstration of a 
diverticulum on the posterior wall, the lateral peritoneal attachment of the 
duodenum is severed and the duodenum turned partially forward. For re- 
moval of the diverticulum, it is dissected from surrounding structures and 
the neck is severed between two clamps. The edges of the mucosa which 
are agglutinated by the clamp, are inverted employing chromic 00 catgut 
sutures. The muscular and serosal layers are closed with silk. Inversion 
of the sac may be done, but is indicated only when the diverticulum is so 
closely associated with the common bile duct that removal followed by tight 
closure might interfere with the patency of the duct, or if some other tech- 
nical feature makes removal dangerous. 
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Since jejunal diverticula are frequently multiple and their ostia large, 
excision of a segment of the jejunum is often the procedure of choice. If 
there is only one large diverticulum excision can be done, unless the os 
is so wide, or the diverticulum so large that resection of the segment of 
jejunum is preferable. 

Six cases of duodenal and jejunal diverticula are reported; duodenal 
diverticula were present in 4 cases and jejunal diverticula in 3 cases (1 
patient showing diverticula in both areas). In 5 cases the symptoms were 
due to the diverticula, removal of which gave complete relief. In 1 case, 
there was a large gastric ulcer and giant diverticula of the jejunum; gas- 
tric resection was done with removal of a section of the jejunum containing 
most of the diverticula and all the large ones; an end to end anastomosis 
of the jejunum and Hofmeister type of reconstruction were carried out. This 
resulted in complete relief of symptoms. 44 references. 8 figures. 

(When a duodenal diverticulum is found at laparotomy, careful ex- 
ploration of the entire small intestine should be done to rule out the pres- 
ence of other diverticula which, if present, are more likely to cause symp- 
toms than those in the duodenum. Undoubtedly they have been overlooked 
in the past as a cause of vague upper abdominal symptoms and this ingen- 
ious method of demonstrating them is commendable.—J.M.w. ) 


SECTION OF THE VAGUS NERVES TO THE STOMACH IN THE 
TREATMENT OF PEPTIC ULCER. COMPLICATIONS AND END RE- 
SULTS AFTER FOUR YEARS. 


Lester L. Dragstedt, Paul V. Harper, Jr., E. Bruce Tower and Edward 
R. Woodward, University of Chicago School of Medicine, Chicago, 
Ili. Ann. Surg. 126:687-99, November 1947. 


In the past four years division or resection of the vagus nerves to the 
stomach has been done in 212 cases of peptic ulcer of various types. There 
was | death in this series due to aspiration pneumonia (mortality of less 
than 0.5 per cent). No deaths have occurred in the last one hundred and 
fifty operations. 

A review of results in 160 cases in which operation was done from 
Jan. 18, 1943 to Jan. 1, 1947 is presented. In 142 of these cases the re- 
duction in the night secretion of gastric juice, a decrease in the total hy- 
drochloric acid of more than 60 per cent and a negative response to insulin 
hypoglycemia indicated that the vagus section had been complete. None of 
these patients showed persistent or recurrent ulcer symptoms since opera- 
tion and all are well without medication or dietary restrictions. Of the 
18 patients in which the tests indicated that the vagus section was not com- 
plete, 13 have remained free from ulcer symptoms without further medical 
treatment or diet. In 2 of the 18 patients the postoperative symptoms were 
so severe that a second operation was done and a remaining vagus fiber 
found and sectioned. In the other 3 patients in whom symptoms recurred, 
they were mild and no further operation has been desired. The 13 patients 
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in whom the vagotomy was apparently incomplete, but who are free from 
symptoms are being watched with much interest. In the patients in whom 
vagotomy was complete, repeated tests have showed no evidence of regen- 
eration of the secretory fibers in the vagus nerves; some of these patients 
have been under observation three to four years. 


The transthoracic approach for vagotomy was employed in 61 cases 
in this series; the 1 fatality due to aspiration pneumonia occurred in this 
group; pleural effusion requiring aspiration occurred in 6 patients; 10 pa- 
tients complained of intercostal pain. Delay in emptying of the stomach 
probably occurs in all patients after vagus resection; gastric reten- 
tion caused transitory symptoms in 19 of the 61 patients operated by the 
transthoracic route; in 4 of these a gastroenterostomy was done at a second 
operation because of cicatricial obstruction at the pylorus. More recently 
a transabdominal approach has been employed, and it has been found pos- 
sible to do a complete section of the vagus by this route. At that same time 
a posterior gastroenterostomy can be done if there is obstruction at the py- 
lorus. In 64 patients operated by the transabdominal route up to Jan. 1, 
1947, posterior gastroenterostomy was done, in addition to vagus section, 
in 35 patients vagus section alone. In order to prevent distention of the 
stomach in the immediate postoperative period after vagus section, when 
the tonus and motility of the stomach is decreased, the Wangensteen suction 
apparatus with the Levine tube is used for five days. The patient is then giv- 
en small amounts of water, and the stomach aspirated at the end of twelve 
hours; if the stomach is not emptied at that time, decompression is again 
instituted for twenty-four to forty-eight hours. Solid food is given only 
when the stomach empties itself well of liquids. Some diarrhea occurred 
in 18 of the 61 patients in whom vagus section was done by the transthorac- 
ic route; in most cases this was slight and transitory, but in a few cases 
persisted intermittently for two to six weeks. 


It is probable that the poor results obtained in the earlier work with 
vagotomy in peptic ulcer were due to the fact that vagus section was not 
complete. 7 references. 1 table. 8 figures. 

(The observation that an adequate and thorough vagotomy can 
be done from the abdominal approach is important since this gives the sur- 
geon the opportunity to: (1) verify the suspected pathology present; (2) 
perform gastroenterostomy, both of which are important and impossible by 
the thoracic route unless the diaphragm is opened which would certainly 
raise the mortality well above the low figure quoted by the authors.—J.M.W. ) 


References to Current Articles 


Electrolyte Diffusion in Relation to the Acidity Regulation of the Gastric 
Juice. Torsten Teorell, University of Uppsala, Uppsala, Sweden. Gas- 
troenterology 9:425-43, October 1947. 

Benign Tumors of the Stomach. H. H. Pevaroff, Cleveland, O. Am. J. Surg. 
74:488-90, October 1947. 

Leiomyoma of the Stomach. M. M. Kirshen, B. J. Weinberg and A. Cohen, 
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Mount Sinai Hospital and Michael Reese Hospital, Chicago, Ill. Gas. 
troenterology 9:466-71, October 1947. 

Perforated Ulcer In a Child. Report of a Case. Morton Orlov, Tacoma, 
Wash. West. J. Surg. 55:326-28, June 1947. 

Fatal Hematemesis of Unexplained Origin. I. R. Jankelson, Boston City 
Hospital, Boston, Mass. Gastroenterology 9:472-75, October 1947. 

The Effect of Gastric Antacids on Gastric Secretion as Observed in the Cope 
Pouch Dog. Sodium Bicarbonate, Aluminum Hydroxide Gel, Calei- 
um Carbonate, Magnesium Oxide and Sodium Citrate. Byron B. 
Clark, W. Lloyd Adams and John J. Romano, Albany Medical Col- 
lege, Union University, Albany, N. Y. Gastroenterology 9:284-92, 
September 1947. 

Peptic Ulcer. A Diagnostic and Therapeutic Problem. Sara M. Jordan, 
Lahey Clinic, Boston, Mass. Gastroenterology 9:237-48, September 
1947. 

Plasma Clot Graft of the Peritoneum for Perforation of the Stomach. 
Joseph Bloom. Surg., Gynec. & Obst. 85:808, December 1947. 


30. Small Intestines 


References to Current Articles 


Role of Vascular Spasm in Recovery of Strangulated Intestine. Exper- 
imental Study. Harold Laufman and Harold Method, Northwestern 
University Medical School, Chicago, Ill. Proc. Inst. Med. Chicago 16: 
443, Oct. 15, 1947; Surg., Gynec. & Obst. 85:675-80, December 1947. 

Submucous Lipofibroma of the Ileum. Richard H. Lawler, Alex B. Ragins 
and J. Silverstein, Cook County Hospital, Chicago, Ill. Am. J. Surg. 
74:820-23, December 1947. 

Transection of Ileum by a Band. J. A. Maxwell Cameron, Calgary, Alta., 
Canada. Canad. M. A. J. 57:581, December 1947. 

Obstructive Lesions of the Small Intestine and Sigmoid Due to Irradiation. 
James G. Spackman, Memorial Hospital, Wilmington, Del. Ann. 
Surg. 127:121-27, January 1948. 

Massive Resection of the Intestine. J. K. Berman, Harry M. Brown, Ray 
T. Foster and Ted. L. Grisell, Indianapolis, Ind. J. A. M. A. 135:918- 
19, Dec. 6, 1947. 

Lipoma of the Ileum Causing Ileo-Ileal Intussusception in an Adult. Leroy 
B. Sherry, Pasadena, Calif. West. J. Surg. 55:604-607, November 1947. 

Skin-Grafted Ileac Stoma. B. Marden Black and John F. Thomas, Mayo 
Clinic and Mayo Foundation, Rochester, Minn. Proc. Staff Meet., 
Mayo Clin. 22:508-12, Oct. 29, 1947. Describes Dragstedt’s technic 
for creation of a single-barreled skin grafted ileac stoma, employed 
in 4 cases of chronic ulcerative colitis requiring ileostomy and subse- 
quent colectomy. A case is reported. 1 reference. 2 tables. 
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31. Appendix 


THE APPENDICEAL STUMP. 


George H. Yeager, University of Maryland Medical School, Baltimore, 
Md. Ann. Surg. 126:814-19, November 1947. 


In a series of experiments on rabbits, the three basic methods of treat- 
ing the appendiceal stump were employed; (1) simple ligation (the tie and 
drop method); (2) ligation and inversion; (3) inversion without ligation. 
With each method, various technics were used (catgut, silk, phenol and 
cautery). The animals were killed and gross and microscopic studies 
made of the operative field at varying intervals (forty-eight hours, ninety- 
six hours, one week and one month). 

As determined by the end results at the end of one month, no one meth- 
od of dealing with the appendiceal stump showed any superiority over the 
other methods. Studies at the shorter intervals showed no gross differences, 
but there was greater microscopic inflammatory reaction with the inversion 
technic, which appeared to be secondary to trauma from the use of the 
purse-string suture. 


When infection and inflammation are present, it is probable that con- 
tamination, hemorrhage and inflammatory reaction would be greater with 
the purse-string suture than with the tie and drop method. 14 references. 
4 figures. 


(This confirms the results of animal experiments made over thirty 
years ago showing that the simple tie and drop technic gave the least re- 
action and the neatest stump. The only objection to it seems to be that it 
will not withstand the high hydrodynamic pressure of large enemas as well 
during the first postoperative week.—w.w.B. ) 


ACUTE APPENDICITIS. AN ANALYSIS OF EIGHT HUN- 
DRED AND SEVENTY-EIGHT CASES AT ST. LUKE’S HOSPI- 
TAL, CHICAGO. 


E. Lee Strohl and Francis E. Sarver, Chicago, Ill. Arch. Surg. 55: 
530-38, November 1947. 


In a series of 878 consecutive and unselected cases of acute appendi- 
citis operated at St. Luke’s Hospital, Chicago, during 1939 through 1945, 
725 were acute appendicitis without rupture or spread of the inflammation 
beyond the appendix at the time of operation; 97 were acute appendicitis 
with perforation and localized or generalized peritonitis; 56 were appendi- 
ceal abscess. 


The average age in the entire series was 28.5 years; 599 patients (67.9 
per cent) were in the second to fourth decade of life. 
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There were 13 deaths in the entire series (mortality of 1.48 per 
cent). In the 725 cases of acute appendicitis without rupture, there were 
4 deaths (a mortality of 0.55 per cent); in the 97 cases with perfora- 
tion, there were 8 deaths (mortality of 8.25 per cent); in the 56 cases 
of appendiceal abscess, 1 death (mortality of 1.78 per cent). Of the 4 
deaths in the cases of unruptured appendix, 2 were due to the develop- 
ment of general peritonitis after operation as proved at autopsy; 1 was due 
to pulmonary embolus (in an 80 year old diabetic) ; in 1 the cause of death 
was not determined. All the 8 deaths in the cases with perforation of the 
appendix were attributed to generalized peritonitis with paralytic il- 
eus, complicated by uremia in 1] case. Five of these 8 patients had taken 
a cathartic or enema shortly after onset of abdominal symptoms. The 1 
death in the cases of appendiceal abscess occurred in a 2 year old boy, who 
had had symptoms for two weeks before admission to the hospital and was 
dehydrated and septic. 

The duration of symptoms from onset to admission to the hospital in 
the entire series varied from twenty-four hours to two weeks, with an aver- 
age duration of sixty-seven hours. 

The McBurney-McArthur incision was employed almost without excep- 
tion in this series. Since the latter part of 1940, sulfonamide drugs were 
used intraperitoneally and parenterally in the majority of cases with per- 
foration and with appendiceal abscess. Antibiotics were not used in this 
series. While the sulfonamide drugs appeared to be of value in reducing 
morbidity, a definite effect on the mortality rate, as a whole, cannot be de- 
termined. In 1937 to 1949, the mortality rate for all cases of acute ap- 
pendicitis at St. Luke’s Hospital was 1.92 per cent. In 1939 it was 2 per 
cent, decreasing to 0.9 per cent in 1943, but increasing again to 1.8 per 
cent in 1944; in 1945 there were no deaths in the 116 cases operated in 
that year. However, the mortality rate in acute appendicitis with perfor- 
ation was reduced from 31 per cent to 10.4 per cent concomitant with the 
use of the sulfonamides. Delay in operation continued to be a major fac- 
tor in the mortality in cases of this group. 14 references. 8 tables. 


References to Current Articles 


Treatment of Acute Appendicitis. Tina Gray, Glasgow Royal Infirmary, 
Glasgow, Scotland. Lancet 2:469-70, Sept. 27, 1947. Reports 733 
cases of acute appendicitis operated in 1933 to 1943 with 17 deaths 
(2.3 per cent mortality). All deaths occurred in 296 cases of perfor- 
ated gangrenous appendicitis with local or general peritonitis (mortal- 
ity for this group 5.7 per cent). Methods employed in these cases are 
briefly discussed. 

Mucocele of the Appendix with Myxoglobulosis. J. G. Probstein and G. 
N. Lassar, Jewish Hospital and Washington University, St. Louis, Mo. 
Ann. Surg. 127:171-76, January 1948. 

Observations on Mortality from Acute Appendicitis at a University Hospi- 
tal, 1916 to 1946. Rudolph N. Schullinger, New York, N. Y. Ann. 
Surg. 126:448-71, October 1947. 
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Inflammation of the Vermiform Appendix by Metallic Mercury. Walter 
Birnbaum, San Francisco, Calif. Am. J. Surg. 74:494-96, October 
1947. 


32. Colon and Rectum 


VOLVULUS OF THE SIGMOID COLON AND ITS TREATMENT. 


Christian Bruusgaard, Ulleval Hospital, Oslo, Norway. Surgery 22: 
466-78, September 1947. 


Of 91 patients there were only 4 under 40 years of age; 61 per cent 
were men. 

The following conditions predispose to volvulus of the sigmoid colon: 
(1) long and freely moveable sigmoid colon; (2) long and freely move- 
able mesosigmoid; (3) mesosigmoid with a small fixation angle to the pos- 
terior abdominal wall; (4) sigmoid loop of which the limbs lie close together. 
The latter condition is caused by a shrinking mesosigmoiditis. 

Twisting at the axis of the mesentery and axial torsion about the axis 
of the bowel, cause a mechanical ileus in most cases. In those cases in 
which the torsion is moderate a simple obstruction results. The most im- 
portant pathologic changes are then caused by distention of the bowel and 
obstruction. The increased peristalsis seen in these patients forces air and 
fluid into the twisted sigmoid loop because the site of the torsion acts as a 
valve which allows air to enter but not to escape. This explains the rapid- 
ly developing meteorism in the sigmoid loop. When volvulus causes a sim- 
ple obstruction, the bowel wall remains adequately nourished for the first 
few days (this is of importance for the treatment). The situation is more 
serious in the cases in which the volvulus produces a strangulated ileus. 
The changes found in the bowel are in direct proportion to the degree of 
disturbance in the circulation. Usually three or four days elapse before 
the infarction of the bowel wall becomes so marked that peritonitis devel- 
ops but in the most marked strangulations, in which the arteries are occlud- 
ed, a much more rapid development of the pathologic changes may be seen. 
Roentgen examination which is of great importance in both diagnosis and 
treatment should be done in all cases in which there is suspicion of vol- 
vulus. 

The chief obstacle to reduction of the torsioned and distended sigmoid 
loop is that the loop usually fastens itself because of its size, thus hinder- 
ing the bowels own attempt at untwisting. It is reasonable to suppose that 
a spontaneous reduction could take place if one emptied the bowel. The 
axial torsion would not then be forced into a limited part of the sigmoid 
but could be divided over a larger area thus allowing spontaneous detor- 
sion to take place. A number of investigators have described the immed- 
iate detorsion of the volvulus which takes place when a tube is inserted past 
the site of the torsion. Experience showed the author that it is much easier 
to guide the tube past the point of torsion if it is inserted through a proc- 
toscope so that the field may be seen. After the surgeon has been informed 
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by the roentgenologist as to the degree of occlusion and the direction of the 
bowel, he may insert the proctoscope as far as the site of torsion with the 
aid of careful inflation of the rectum. The site is easily recognized by the 
spiral folds. In some cases the appearance of the mucous membrane may 
be such that the examiner considers it risky to insert the tube. Usually the 
torsion of the sigmoid is between 15 and 25 cm. from the anus. When the 
site of the torsion has been located a lubricated rubber tube 60 cm. long 
and about the thickness of a finger is guided up past the site of obstruction. 
Force must not be used, but the tube usually slips into place without trouble, 
causing a forceful evacuation of flatus and thin stool. The resulting posi- 
tion of the tube may be verified by roentgen examination. This method has 
been used in 136 cases at Ullevaal with immediate good results in 123. 
Perforation of the sigmoid occurred in 1 case and the patient died in spite 
of immediate laparotomy. Three patients died of shock and in 9 patients 
the intubation was unsuccessful and laparotomy had to be done. The at- 
tempt at intubation had no untoward effect in these last cases. In those ca- 
ses in which treatment with proctoscopy and passage of a tube could not be 
done because serious bowel damage could not be ruled out, or in which 
the treatment with tube was not successful, laparotomy was done. 16 refer- 
ences. 3 tables. 4 figures. . 
Author’s abstract. 

(Volvulus of the sigmoid colon seems to happen much more frequent- 
ly in Norway and Sweden than elsewhere. Just why this should be true is 
not easily explained but it apparently is a fact which is buttressed by the 
testimony of this series of 136 cases treated at Ullevaal Hospital, Oslo, 
Norway. 

The anatomic factors described here and the pathology empha- 
sizes that this simple treatment of intubation of the obstructed loop gives 
definite relief in a high percentage of cases with small risk. On the other 
hand, I do not believe that this procedure is to be undertaken by anyone 
who is not an expert in proctology and who recognizes the grave danger of 
puncture of a compromised bowel by even slight manipulation. So far as 
I know this method has not been utilized by any large number of cases in 
this country but I think, depending on the time element and condition of 
the patient as well as the skill of the operator, it may well be employed in 
properly selected cases and thus avoid laparotomy. I should emphasize that 
its apparent simplicity is more apparent than real under the circumstances 
of obstruction.—¥F.W.R. ) 


DIAGNOSTIC ERRORS IN CARCINOMA OF THE LARGE INTES- 
TINE. 

Raymond J. Jackman, Mayo Clinic, Rochester, Minn. Proc. Staff 
Meet., Mayo Clin. 22:447-50, Oct. 1, 1947. 

In a study 817 patients with carcinoma of the colon and rectum ad- 


mitted to the Mayo Clinic in one year (1947), special attention was given 
to errors in diagnosis before the carcinoma was recognized. In 634 of the 
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817 patients (77.6 per cent) the lesion was located in the terminal portion 
of the bowel, (sigmoid, rectum and anorectal region). In 444 of these pa- 
tients, the lesion was within reach of the examining finger. One hundred 
and two of these 444 patients (23 per cent) had received treatment for 
some other condition because carcinoma was not suspected. In 132 patients 
with carcinoma of the lower bowel, the lesion was not within reach of the 
examining finger, but was visible with the sigmoidoscope; 34 or 25.8 per cent 
of these patients had received treatment for some condition other than car- 
cinoma which was not discovered. In 232 cases in which the carcinoma 
was not within reach of the examining finger or the sigmoidoscope and the 
carcinoma was diagnosed by roentgen examination of the colon, 23 patients 
(9.9 per cent) had received treatment of some other condition before the 
carcinoma was diagnosed. Six patients had been treated for hemorrhoids; 
5 for colitis; 2 had appendectomies without carcinoma being discovered. 
Polyps had been found in the rectum in 3 of these patients, but the car- 
cinoma in the higher segment of the colon had not been found. If one or 
more polyps are found in the rectum, roentgen éxamination of the colon, 
using the double contrast method is indicated. In 9 cases, 1.1 per cent of 
the series, the carcinoma was diagnosed only by surgical exploration; in 
most of these cases, the operation performed was an emergency colostomy 
because of obstruction. No significant treatment had been given in these 
cases prior to operation. 

This study shows that the patients who have a carcinoma of the large 
intestine that could be most easily diagnosed, (digital examination) are 
more likely to be treated for some other condition and the carcinoma not 
correctly diagnosed, than when the carcinoma is in a higher segment of the 
bowel. 

(This study emphasizes again not only the importance of physical ex- 
amination as well as sigmoidoscopic and roentgenologic examinations in 
patients with bowel symptoms but also the ease with which the diagnosis! 
can be made if these elementary factors are observed. This experience par- 
allels the experience of everyone who does colon and rectal surgery and 
points out how important it is to repeat again and again the necessity of 
examination.—F.W.R. ) 


CARCINOMA OF THE RECTUM. 


John Turner, Melbourne, Australia. Australian & New Zealand J. 
Surg. 17:115-36, October 1947. 


In three teaching hospitals in Melbourne, Australia, only 190 patients 
have been operated on for removal of carcinoma of the rectum in a period 
of ten years; 66 per cent of patients admitted to these hospitals with car- 
cinoma of the rectum have been considered inoperable. Compared with the 
statistics of surgeons in other countries, the percentage of cases considered 
operable in these Australian hospitals is lower and the mortality is 


higher. The perineal method of excision was employed in 55 per cent of 


| 


298 QUARTERLY REVIEW OF SURGERY 


cases in the three Melbourne hospitals. The percentage of operability and 
the results can be improved by the adoption of the abdominoperineal method 
as the method of choice. The operability of a tumor depends upon the 
presence or absence of metastases, fixation of the growth, and the general 
condition of the patient. Although fixed in one direction the growth is read- 
ily removable. In some cases, the actual degree of fixation can be deter- 
mined only at laparotomy. With modern methods of preoperative and post- 
operative treatment, cardiovascular and renal diseases and the old age may 
contraindicate a medical operation. 

In inoperable cases, colostomy has been frequently employed in the 
Melbourne hospitals. This operation, in the author’s opinion, has been done 
in cases in which it was not indicated and involved too great an operative 
risk. It should be done only when the patients is a good operative risk with a 
reasonable expectation of life, and when the operation will definitely re- 
lieve symptoms, as in cases with intestinal obstruction or painful defeca- 
tion due to the growth infiltrating the anal canal. 

The abdominoperineal operation is to be preferred to perineal excis- 
ion, because it permits a wider removal of the growth and of the lymphatic 
field, and shows an improved five-year survival rate and makes operation 
possible in a larger percentage of cases. These advantages outweigh the 
higher operative mortality. Perineal excision is indicated only if the growth 
is in the middle or lower third of the rectum in patients who are poor sur- 
gical risks. 

At the Melbourne hospitals operations designed to preserve sphincter 
control were done in only 5 per cent of the operable cases. The number 
of patients suitable for any operation of this type is limited but the possi- 
bility of such an operation should always be considered and, in some cases, 
the decision should be made only after the abdomen is opened. 

While preliminary colostomy is done when the method of perineal ex- 
cision of carcinoma of the rectum is done, with radical resection prelimin- 
ary colostomy is not indicated as a routine, but only when there is either 
acute intestinal obstruction or gross chronic obstruction not relieved by pur- 
gatives and enemas and the patient shows loss of weight and is in poor con- 
dition. 

With rectal carcinoma, patients can be given an adequate diet to over- 
come hypoproteinemia and vitamin deficiency by mouth in the preoperative 
period. For cleansing the bowel, paraffin is given three times a day 
by mouth and a daily bowel irrigation. Sulfaguanidine is given for five 
days, beginning one week before the day of operation, in a dosage of 12.5 
Gm. for two days and 8 Gm. for three days. The hemoglobin should be at 
least 90 per cent prior to operation (blood is given if necessary to bring 
it to this level). If there is urinary infection sulfonamide drugs are given. 
Female patients are given vaginal douches for three days before operation. 
At the time of operation administration of 5 per cent glucose and normal 
saline is begun just before the anesthetic is given. Blood transfusion (1,000 
ce.) is given during operation. If the hemoglobin level is reduced 10 per 
cent below the preoperative level three hours postoperatively, a blood trans- 
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fusion is given; another transfusion is given twenty-four hours postopera- 
tively if the hemoglobin is below 80 per cent at that time. Five per cent glu- 
cose and normal saline, and 5 per cent glucose are given alternately for 
thirty-six hours to supply 1,000 cc. every eight hours. The technic of the 
operation employed by the author and the care of the colostomy are described 
in detail. 27 references. 2 tables. 19 figures. 

(Australian practice in the operative treatment of rectal cancer may 
be contrasted with present tendencies in the United States. Here, the use of 
both temporary as well as permanent colostomies has markedly decreased, 
while radical excision is used frequently as a preferred palliative as well 
as a curative type of operation. The percentage of radical operability has 
rapidly increased, with some surgeons even to 97 per cent. As hardly 6 per 
cent of rectal carcinomas show a downward lymphatic or other spread to 
the sphincters, these are being preserved in progressively increased numbers 
by the use of a radical abdominal resection with a pelvic end to end anas- 
tomosis, or by an abdominoperineal pull-through type of operation. The 
less radical perineal or sacral operation has largely passed out of use in 
many clinics, with little or no increase in the operative mortality and les- 
sened morbidity. Sulfaguanidine has been supplanted by the more effective 
sulfasuxidine or sulfathalidine, while added penicillin is popular to com- 
bat complications.—w.w.B. ) 


References to Current Articles 


Prolapse of the Rectum. E. Parker Hayden, Massachusetts General Hos- 
pital, Boston, Mass. S. Clin. North America 27:1062-70, October 1947. 
The various types of operations used in 60 cases of prolapse of the 
rectum are described; the Moscheowitz operation was used most fre- 
quently the Délorme operation in most recent cases. 10 references. 
1 figure. 

Diverticulitis of the Colon in Gynecology. Edward Allen and L. Bruce Don- 
aldson, Presbyterian Hospital, Chicage, Ill. West. J. Surg. 55:393- 
400, July 1947. 

Congenital Megacolon-Hirschsprung’s Disease. Megacolon Treated by Seg- 
mental Resection. Joseph Hersh, Pittsburgh, Pa. Am. J. Surg. 74: 
815-19, December 1947. 

Cancer of the Colon. Frederick A. Coller and Robert L. Berry, University 
of Michigan Hospital, Ann Arbor, Mich. J. A. M. A. 135:1061-67, 
Dec. 20, 1947. Presents a general discussion of cancer of the colon, 
with emphasis on the value of early diagnostic study when suggestive 
symptoms are present and an analysis of presenting symptoms in 167 
cases. Results of treatment depend on early diagnosis. 12 references. 
2 tables. 

A Suspension Operation for Prolapse of the Rectum. Thomas G. Orr, Kan- 
sas City, Kans. Ann. Surg. 126:833-57, November 1947. Describes 
an operation for prolapse of the rectum and reports 4 cases in which 
this operation has given good results with no recurrence of the pro- 
lapse. 3 references. 4 figures. 
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33. Intestinal Obstruction 


RESECTION AND PRIMARY ANASTOMOSIS IN THE TREAT- 
MENT OF GANGRENOUS OR NON-REDUCIBLE INTUSSUSCEPTIONS 
IN CHILDREN. A SAFE, SIMPLE, ONE-LAYER SILK ANASTOMOSIS. 


Clarence Dennis, University of Minnesota Hospitals, Minneapolis, Minn. 
Ann. Surg. 126:788-96, November 1947. 


From Nov. 1, 1940 to Mar. 1, 1947, resection has been done in 8 cases 
of intussusception in children at the University of Minnesota Hospitals. 
The indication for resection in these cases were: (1) infarction of the in- 
tussusception (5 cases); (2) recurrent intussusception with polypoid Pey- 
er’s patch, developing recurrence while patient was under observation for 
viability and Meckel’s diverticulum, irreducible intussusception because of 
a large polyp (1 case each). In 1 of these cases exteriorization and delayed 
closure was done and in the other 7 cases primary aseptic anastomosis. All 
these patients recovered. Since this report was compiled, another child with 
irreducible intussusception due to polypoid masses, has been operated up- 
on by the method of primary aseptic anastomosis, and recovered. 

The method of anastomosis, that has been found most suitable 
for such cases is described. The bowel is cut across with cautery between 
anastomosis clamps that are placed somewhat obliquely and not quite com- 
pletely across the bowel. Halsted silk (2.5 pound test) sutures are placed 
7 mm. back from the cut edges of intestine on the posterior wall of the in- 
testine and tied, so as to close the bowel over one blade of the anastomosis 
clamps. Then the clamps are swung to the other side and the anterior wall 
is sutured and tied in the same way. The suture is then completed at the 
point of exit of the clamps by placing the sutures first, which are tied im- 
mediately after careful withdrawal of the clamps. If there is a question 
of viability of the intestine, a wide variation in the diameter of the cut ends 
of the intestine, or a somewhat narrow lumen, the clamps can be placed 
more obliquely, and one end rotated as is done in oblique end to end anas- 
tomosis, previously described by the author. With this method of anasto- 
mosis, restoration of gastro-intestinal function is rapid and the period of 
hospitalization is shortened. 21 references. 1 plate. 


References to Current Articles 


Operative Treatment of Gallstone Ileus without Enterotomy. O. Kapel, Co- 
penhagen County Hospital, Gentofte, Denmark. Arch. chir. Seandinav. 
95:54-60, January 1947. Reports 2 cases in which the gallstone was 
carefully milked down the intestine into the colon, and later passed 
from the rectum. A similar case reported in English literature in 1888 
is noted. This method can be used only when the intestinal wall is not 
injured. 13 references. 1 figure. 

Test for Locating the Position of the Tip of the Miller-Abbott Tube. Sam- 
uel McLanahan, Union Memorial Hospital, Baltimore, Md. J. A. M. 
A. 136:35-36, Jan. 3, 1948. 
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Two Cases of Incarceration in a Defect in the Mesentery of the Small In- 
testine. Eino E. Vuori, Kuopio County Hospital, Sweden. Acta chir. 
Sceandinav. 95:541-54, Fase. 6, June 1947. 

Tumor Intussusception. A Report of Two Cases. John M. Hoffman, Port- 
land, Ore. Northwest Med. 46:950-53, December 1947. 

Acute Intestinal Obstruction. D. S. Macnab, Calgary, Alta., Canada. Can- 
ad. M. A. J. 57:371-73, October 1947. 

A Clinical Study of the Hematological Changes in Acute Obstruction of 
the Small Intestine. Leif Efskind, Rikshospitalet and Ulleval Hospital, 
Oslo, Norway. Acta chir. Scandinay. 95:519-31, Fase. 6, June 1947. 


34. Anus 


References to Current Articles 


Hemorrhoidectomy. Carruth J. Wagner, U. S. Marine Hospital, San Fran- 
cisco, Calif. Am. J. Surg. 74:455-58, October 1947. 

Effect of Glycerite of Hydrogen Peroxide Healing Time in Anorectal Sur- 
gery. James T. Jenkins, Peoria, Ill. Am. J. Surg. 74:428-30, Octo- 
ber 1947. 

Proctologic Surgery of the Large Bowel. Martin S. Kleckner, Allentown, 
Pa. J. A. M. A. 135:545-48, Nov. 1, 1947. 


35. Liver and Biliary Tract 


A COMPARATIVE STUDY OF THE ACTION OF DEMEROL AND 
OPIUM ALKALOIDS IN RELATION TO BILIARY SPASM. 


Edward A. Gaensler, John McGowan and Francis F. Henderson, Bos- 
ton City Hospital and Tufts Medical School, Boston, Mass. Surgery 23: 
211-20, February 1948. 


The synthesis of demerol nine years ago represented an attempt 
to combine the musculotropic spasmolytic action of papaverine and the neu- 
rotropic spasmolytic action of atropine. The accidentally discovered and 
unexpected analgesic effect of the drug has since been well established and 
it is because of this property that demerol finds its greatest use today. The 
original findings of its nonaddicting properties have not been substanti- 
ated. The spasmolytic properties of the drug have been carefully studied 
in animals only and variable and conflicting results are reported. Spas- 
molysis is observed by some while others find the drug to produce spasm 
not only in the intact intestine but in other organs as well. Clinically the 
use of demerol as a spasmolytic in biliary, intestinal and urinary colic has 
been advocated with a view to its chemical structure and on the basis of 
certain selected animal experiments. The present study was undertaken be- 
cause: (1) we have never been able to relieve true biliary colic with dem- 
erol; (2) it has been our impression that relief, if any, is due to central 
analgesic action only; (3) previous experimental results have appeared 
inconclusive to us and the biliary tract in conjunction with demerol has 
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never been studied; (4) both atropine and papaverine have proved to be 
ineffective in biliary spasm. 

Ten unselected patients with T tube biliary drainage were studied post- 
operatively. The apparatus used to determine the biliary pressure or the 
state of tonus of the second portion of the duodenum consisted of a simple 
water manometer with a glass bulb float arranged to record pressures on a 
smoked drum. After filling the system with saline solution it is connected 
to the patient’s T tube. The zero level is made to coincide with the pa- 
tient’s xyphoid process. Resting biliary pressure is recorded for some time 
and presence of initial spasm, if any, is demonstrated by prompt fall of 
pressure following a few inhalations of amyl nitrite. At various times mor- 
phine (10 mg. subcutaneously ), codeine (60 mg. subcutaneously) and dem- 
erol (100 mg. intramuscularly) were studied in all 10 patients. 

Contrary to common belief demerol was showed to be a spasmogenic 
rather than a spasmolytic agent on the sphincter mechanism at the lower 
end of the common bile duct. The average peak readings taken from ky- 
mographic recordings were 37 mm. of water resting pressure, 94 mm. for 
codeine, 144 mm. for demerol and 175 mm. for morphine. Spasm was suf- 
ficiently severe in 2 patients to produce a typical attack of biliary colic. 
Furthermore demerol increased rather than relieved natural spasm and did 
not relieve morphine induced spasm. This effect of all three drugs was 
dramatically relieved by amyl nitrite but only for short periods. 

Demerol is not the answer to the quest for a long acting spasmolytic 
analgesic agent for use in biliary colic and postoperative biliary pain. It 
should be given only after nitrites have been found ineffective and with as 
much caution as the opiates. 27 references. 1 table. 7 figures. 

Author’s abstract. 


CARCINOMA OF THE GALL BLADDER. REPORT OF SEVENTY- 
FIVE CASES. 


Frank-P. Sainburg and John H. Garlock, Mount Sinai Hospital, New 
York, N. Y. Surgery 23:201-205, February 1948. 


The dismal prognosis of carcinoma of the gallbladder has prompted 
the authors to analyze a series of cases in an attempt to secure a more efh- 
cacious therapy. 

Cured cases are a rarity and yet surveys of autopsy reports showed 
that this disease is far from uncommon. Various authors quote carcinoma 
of the gallbladder as comprising 3 to 10 per cent of all carcinomas. (This 
seems high—1.s.n.) The frequent occurrence of this disease in patients 
with cholelithiasis is showed by numerous authors. 

Seventy-five consecutive cases of carcinoma of the gallbladder encoun- 
tered at Mount Sinai Hospital were analyzed. Sixty-five were operated up- 
on and the other 10 diagnosed at necropsy. A 100 per cent follow-up showed 
that all patients except 1 died within three years postoperatively. This 1 
patient is living, fourteen years postoperatively. The disease is more com- 
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mon in women and occurs chiefly in the sixth and seventh decades of life. 
Most frequent signs and symptoms are abdominal pain, weight loss, jaun- 
dice and a palpable mass. Neither the stage at which the tumor is found 
nor the operation employed has any appreciable effect on the outcome with 
the exception of a few cases discovered only microscopically. In the latter 
instance the additional survival period was but a few months. 

Convincing statistics indicate almost conclusively that cholelithiasis is 
the most important predisposing factor in this disease. The incidence of 
gallstones in carcinomas of the gallbladder is showed to be from 70 to 100 
per cent; it was over 73 per cent in this survey. Since we find carcinoma 
in 3 to 14 per cent of all calculous gallbladders, should we not remove 
all gallbladders containing stones whether or not they are symptomatic? 
The mortality rate of 0.6 per cent in all cholecystectomies at this institu- 
tion and comparable figures from other centers is much less than the inci- 
dence of malignant transformation of calculous gallbladders. Notwith- 
standing the other frequently fatal complications of cholelithiasis this study 
constitutes an indication to remove even ‘asymptomatic calculous gall- 


bladders. 


Author’s abstract. 
(The reviewer agrees with these conclusions.—.3s.R. ) 


CHOLECYSTITIS AND CHOLELITHIASIS. 


Ralph Adams and Allen Stranahan, Lahey Clinic, Boston, Mass. 
Surg., Gynec. & Obst. 85:776-84, December 1947. 


An analytic report is presented of operations upon 1,104 patients with 
stone in the gallbladder or bile ducts. Typical biliary colic extending to 
the right scapula was present in 93.2 per cent of these patients, usually fol- 
lowed by tenderness over the gallbladder. Nausea, vomiting and dyspep- 
sia occurred in 64.9 per cent of cases while 2.3 per cent had no symptoms. 
Past or present jaundice existed in 18.1 per cent of cases. Common duct 
stones were only present in 50 per cent of patients with jaundice, the re- 
mainder being caused by associated hepatitis or cholangitis. A correct di- 
agnosis was made by roentgenography in 97.6 per cent of cases examined. 
Unsatisfactory results have usually followed cholecystectomy for cholecys- 
titis without stones. (The noncalculous gallbladder is not a surgical les- 
ion.—1.s.R.) Before surgery is recommended for such cases therefore, all 
other probable causes for the symptoms must have been eliminated, the pain 
must be severe enough to warrant surgical relief and there must have been 
at least two abnormal cholecystograms. (Even then the symptoms are rare- 
ly completely relieved by operation.—1.s.R.). 

There still is not complete agreement upon the treatment for acute cho- 
leycystitis though the majority agree that early surgery is best after proper 
preoperative preparation. Cholecystectomy is the preferred operation. 
Chronic cholecystitis with gallstones is the most common finding. Cholecy- 
stectomy is recommended for all cases of gallstones. 
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Common duct stones cannot be definitely diagnosed before explora- 
tion. Exploration of the duct does not materially increase the operative 
risk. The common duct should therefore be explored for frequent acute 
biliary attacks: (1) when there is past or present obstructive jaundice; (2) 
when the common duct is dilated or thickened or there are many small stones 
in the gallbladder; (3) if there is sediment in material aspirated from the 
common duct; (4) if there is a small contracted gallbladder or symptoms 
of biliary tract disease with no stones in the gallbladder; (5) when there 
is acute or subacute pancreatitis or hepatitis. 

Pancreatitis occurred with disease of the biliary tract in 2.35 per cent 
of these cases. Pancreatitis is considered to be a complication of biliary 
tract disease however and is treated by cholecystectomy or choledochostomy. 
The diagnosis may be difficult when acute cholecystitis and acute pan- 
creatitis co-exist and delay in operation may result fatally. Internal bil- 
iary fistula occurred in 16 cases in this series. A severe biliary colic fol- 
lowed by a symptom free period indicates spontaneous fistula formation. 
The fistula should be closed at the time of cholecystectomy. Benign stric- 
tures of the bile duct are infrequent and only occurred in 23 cases in this 
series. Over 80 per cent of cases are caused by operative injury. Symptoms 
after cholecystectomy result from many causes. Adhesions between the du- 
odenum and gallbladder fossa is a common condition not generally appre- 
ciated. The duodenum is usually so rotated that both it and the common 
duct are partly obstructed. This is prevented by careful reperitonealization 
of the gallbladder fossa and common duct and placing a small piece of 
omentum between the liver and duodenum. 

Postoperative complications occurred in 6.5 per cent of this series. 
The mortality was 0.9 per cent. 55 references. 


References to Current Articles 


Inflammatory Obliteration of the Common and Hepatic Ducts, Following 
Cholecystectomy. Henry F. Graham, Brooklyn, N. Y. Ann. Surg. 126: 
811-13, November 1947. Reports a case in which, following chole- 
cystectomy, there was cellulitis of the gastrohepatic omentum termin- 
ating in complete obliteration of several inches of the common and 
hepatic ducts. At a second operation there was no evidence of injury 
to any of these structures at the first operation. 7 references. 

Effect of Distention of the Biliary Tract on the Electrocardiogram; Exper- 
imental Study. G. B. Hodge, A. L. Messer and Henry Hill, Duke Uni- 
versity Medical School and Hospital, Durham, N. C. Arch. Surg. 55: 
710-22, December 1947. In experiments on dogs, distention of the 
biliary tract produced no significant changes if there was no preexist- 
ing lesion of the coronary artery or myocardium. After ligation of 
one or more coronary arteries, the same distention produced deviations 
of the R S-T segments. 24 references. 8 figures. 

Hemostatic Sutures in Liver Operations (O gemostaticheskom shve pri op- 
eratsii na pecheni). L. M. Nisnevich, Moscow, U.S.S.R.  Khirur- 
giya No 9, 94-96, 1947. Continuous double suture passing through 
the parenchyma, 1 cm. below the wound edge, gives complete hemo- 
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stasis. Obtained by using two semicircular needles simultaneously. 
This modification of the Kuznetsov-Penskii technic may be used also 
in other parenchymatous organs. 


36. Pancreas 


PANCREATIC CALCULI. 


Lay Martin and Jorge Diez Canseco, Johns Hopkins Hospital, Balti- 
more, Md. J. A. M. A. 135:1055-60, Dec. 20, 1947. 


In the past seven years, the diagnosis of pancreatic calculi has been 
made clinically in 11 cases; in 3 of these the diagnosis was made at ex- 
ploratory laparotomy; in 8 cases by roentgenographic studies, which were 
not carried out because pancreatic calculi were suspected. A search of the 
autopsy records showed 10 additional cases of pancreatic calculi in which 
diagnosis was made only at autopsy; 1 of these patients was an infant 13 
months of age. In most of the cases in which there was clinical evidence of 
the disease, the diagnosis was made between the ages of 35 and 45. 

In this series of cases the chief symptom was pain, which was usually 
epigastric but occasionally localized in the left side of the abdomen at about 
the level of the pancreas. The attacks of pain sometimes occurred fre- 
quently, sometimes at long intervals. Physical examination usually did not 
aid the diagnosis; in 3 cases a mass was felt in the area of the pancreas. 
Clinical laboratory findings varied; the presence or absence of pancreatic 
enzymes in the duodenal contents depends upon whether the pancreatic 
ducts are occluded and whether there is almost complete atrophy of the 
acinar tissue. As secondary atrophy or scarring of the gland occurs, there 
is hyperglycemia (either true diabetes mellitus or an abnormal glucose tol- 
erance curve). Diabetes mellitus was present in 6 of the 11 cases studied 
clinically. Diagnosis is made with certainty only when the roentgenogram 
shows opaque particles scattered through the gland; symptoms may precede 
the roentgenographic demonstration of the calculi by many months. 

Surgical treatment is the only means of relieving symptoms. Five 
methods have been employed at Johns Hopkins Hospital: (1) ligation of 
pancreatic ducts; (2) subtotal pancreatectomy; (3) operation on the auto- 
nomic nervous system to interrupt the pain pathways (in this series, sym- 
pathectomy, ganglionectomy and vagotomy); (4) total pancreatectomy; 
(5) pancreatotomy and removal of calculi (abandoned several years ago). 
Of the 5 patients in the series studied clinically who have been operated 
upon, 1 died after operation for marsupialization of a pancreatic cyst 
and | from perforation of a jejunal ulcer after total pancreatectomy. Three 
patients are living and symptomless, | after ligation of the pancreatic ducts, 
1 of subtotal pancreatectomy and | after operation of the autonomic nervous 
system. The first 2 patients are taking choline extract regularly and the 
second patient insulin also. The 6 patients not operated upon are still living 
but in “unsatisfactory status of health.” 1 table. 1 figure. 

(A Whipple type of operation may be indicated in selected cases.— 
T. G. 0.) 
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THE TREATMENT OF PANCREATIC PAIN BY SPLANCHNIC 
NERVE SECTION. | 


Geza de Takats and Leroy E. Walter, University of Illinois College of 
Vedicine and Research and Educational Hospitals, Chicago, Ill. Surg., 
Gynec. & Obst. 85:742-46, December 1947. 


Pancreatic pain is extremely severe and intractable. It has a visceral 
component and girdle pains around the waist which fan out over the lower 
abdomen. It is continuous with intermittent exacerbations resembling a ta- 
betic crisis. The lower intercostal, upper lumbar nerves or the branches of 
the lumbosacral plexus may become involved if the lesion spreads to the 
peritoneum with corresponding symptoms. Paravertebral block from the. 
sixth to the tenth dorsal relieves all visceral pain but only the somatic 
pain passing through that area. Other methods of relieving upper abdom- 
inal pain including unilateral splanchnic nerve section are reviewed. 

Two cases of intractable pancreatic pain relieved by unilateral 
splanchnicectomy are reported. The first patient had had severe constant 
epigastric pain radiating to the back for about three months with other 
symptoms indicating a pancreatic malignancy with pulmonary metastases. 
Operation showed a large pancreatic tumor which could not be resected. 
Large doses of narcotics failed to relieve the pain and a right paraverte- 
bral sympathetic nerve block was done from the sixth to the tenth dorsal, 
10 ce. of 1 per cent novocaine being injected at each level. The 
right splanchnic nerve was resected from the diaphragm to the seventh dor- 
sal two days later under intratracheal anesthesia. The sympathetic chain 
was also excised from above the ninth to below the twelfth dorsal. Con- 
valescence was uneventful and there was prompt relief from the epigastric 
pain. The patient was discharged nine days later but the relief from pain: 
only lasted about three weeks. Deep roentgen therapy was used but the epi- 
gastric pain returned, requiring narcotics. Death occurred about six weeks 
after discharge. 

The second case had severe epigastric and left lumbar pain. Roent- 
genogram showed a large mass posterior to the stomach. A diagnosis of 
pancreatic lithiasis and possible pancreatic cyst was eventually made and 
an exploratory laparotomy done. A large nodular inoperable tumor in- 
volving the entire pancreas was found and the wound closed without drain- 
age. Continuous administration of narcotics was necessary to control pain 
and a dorsal sympathetic block was performed, 10 cc. of 1 per cent novo- 
caine solution being injected on the left side paravertebrally in each seg- 
ment from the sixth to the tenth dorsal. There had been no postoperative 
narcosis for several hours but the pain was completely relieved ten min- 
utes after the block. A left splanchnic nerve resection was done six days 
later and the dorsal sympathetic chain also removed from the ninth to the 
twelfth dorsal. The patient was symptomless and gained 29 pounds in the 
next two months. The sudden disappearance of pain in this case may have 
been a direct effect upon pancreatic edema and distention or an interrupted 
reflex pylorospasm. 


: 
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Preoperative diagnostic injections of procaine are advisable be- 
fore any sympathectomy. The operation may have a direct therapeutic ef- 
fect on the circulation and inflammation in the gland. Bilateral splanch- 
nic section might be necessary if the pain shifted to the other side. 

These cases illustrate the value of paravertebral block, possibly fol- 
lowed by splanchnicectomy in intractable upper abdominal pain of visceral 
origin. 11] references. 1 figure. 

(This procedure is well worth trying in selected cases.—T.G.0. ) 


SURGERY OF THE PANCREAS. 


S. F. Herrmann, Tacoma, Wash. Northwest Med. 46:770-72, October 
1947, 


(1) Pancreatic cysts are best treated by cystojejunostomy with entero- 
anastomosis. 

(2) Acute pancreatitis is a problem of diagnosis. Surgery is contra- 
indicated. More patients will survive conservative management. Roentgen 
evidence of deformity of the duodenal loop may be a clue to the diagnosis. 
Serum amylase levels rise in the acute case and then drop if the inflamma- 
tion subsides or necrosis supervenes. Direct incision of the swollen pancreas 
is condemned except in drainage of a late abscess. 

(3) Injuries lead to hemorrhage, necrosis and tryptic digestion. Im- 
mediate surgery will usually stop these drainages by placing a pack to con- 
trol bleeding and a large fenestrated tube containing a suction catheter. 
Lost fluids and electrolytes, particularly sodium, must be replaced. Pan- 
creatojejunostomy may solve the problem of persistent fistula. 

(4) Hyperinsulinism can be controlled by pancreatic resection. Re- 
sults are best if definite islet cell adenomas are found. 

(5) Pancreatoduodenectomy for cancer of the head of the pancreas or 
ampulla of the common bile duct is becoming almost commonplace since 
Whipple’s first report in 1935. Technical progress is amazing but one won- 
ders whether the patient is really better off than with older, more conserva- 
tive methods. Fifteen per cent of patients treated by internal anastomosis 
to relieve jaundice lived over three years. One of my patients was relieved 
of jaundice and lived eight years after cholecystoduodenostomy. A more re- 
cent patient after successful pancreatoduodenectomy died of recurrence and 
metastasis in ten months. Details of this case are cited. 

-. (6) Total pancreatectomy is being successfully done in selected cases 
of hyperinsulinism, cancer and painful, chronic, calcareous pancreati- 
tis. Total insulin requirements postoperatively may be only 20 to 40 units 
a day. The surgical mortality in the best hands averages 20 per cent. The 
prognosis is better in ampullary lesions than in adenocarcinoma of 
the head of the pancreas. Most patients are dead within two years. We may 
conclude that an early ampullary lesion deserves every effort of radical re- 
section but a large, fixed rapidly growing tumor will be best treated by 
palliative operation. 25 references. 

Author’s abstract. 
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References to Current Articles 


Chronic Relapsing Pancreatitis. Surgical Management. John W. Waugh, 
Mayo Clinic, Rochester, Minn. Proc. Staff Meet., Mayo Clin. 22:558. 
60, Nov. 26, 1947. Choledochoduodenostomy is the procedure of 
choice in chronic relapsing pancreatitis without disease of the biliary 
tract. Resection of the head of the pancreas is indicated in some cases; 
total pancreatectomy only when the pancreas is diffusely calcified. 

Carcinoma of the Islets of Langerhans. Review of the Literature and Re- 
port of Two Cases. Benjamin S. Gordon and Renzo G. Oliveth, Vet- 
erans Administration Hospital, Bronx, N. Y. Gastroenterology 9:409. 
24, October 1947. 

Non-Traumatic Perforation of the Common Bile Duct. Howard M. Gans 
and M. Reydman, Cleveland, O. Am. J. Surg. 74:811-14, December 
1947. 

Co-Existence of Pancreatic Carcinoma and Duodenal Ulcer. Report of 
Three Cases. Grayson F. Dashiell and Walter Lincoln Palmer, Uni- 
versity of Chicago, Chicago, Ill. Gastroenterology 9:773-77, Decem- 
ber 1947. 

Acute Pancreatitis. Il. An Experimental Study with Special Reference to 
X-ray Therapy. Togue C. Chisholm, Minneapolis, Minn. and Roy E. 
Seibel, Buffalo, N. Y. Peter Bent Brigham Hospital, Boston, Mass. 
Surg., Gynec. & Obst. 85:794-99, December 1947. 


37. Spleen 


References to Current Articles 


Comparative Hematologic Findings in Normal, Splenectomized and 
Spleen-Transplanted Dogs. Alfred L. Copley, Paul I. Stefko and Janet 
Naylor, New York, N. Y. Surg., Gynec. & Obst. 85:646-59, November 
1947. Discusses value of these procedures in study of the function of 
the spleen. 33 references. 5 tables. 

Ligation of the Splenic Artery. Progress Report of Case Operated 34 Years 
Ago for Banti’s Disease with a Discussion of Present Indications. Alex- 
ander W. Blain, Alexander Blain Hospital, Detroit, Mich. Alexander 
Blain Hosp. Bull. 6:152-54, November 1947, 

Spontaneous Rupture of the Malarial Spleen. Case Report and Analysis 
of 64 Reported Cases. Falls B. Hershey, Massachusetts General Hos- 
pital and Joseph M. Lubitz (U.S.P.H.S.), U. S. Marine Hospital, New 
Orleans, La. Ann. Surg. 127:40-56, January 1948. 

A Comparative Study of Ether and Spinal Anesthesia for Splenectomy. 
F. A. H. Wilkinson and J. F. McKeage, Royal Victoria Hospital, Mon- 
treal, Que., Canada. Canad. M. A. J. 57:553-55, December 1947. 

Familial Hemolytic Anemia and its Surgical Aspect with Special Refer- 
ence to a Case Complicated by the Rh Factor. Damon B. Pfeiffer, J. 
Walter Lovering, Abingdon, Pa. and Harle B. Grover (Capt., M.C., 
A. U. S.). Ann. Surg. 126:990-1001, December 1947. Good results 


were obtained by splenectomy in the case reported, in which severe re- 
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actions to blood transfusions had occurred, found to be due to the fact 
that the patient was Rh-negative. 9 references. 2 tables. 1 figure. 1 
chart. 


Portal Hypertension. The Treatment by Splenectomy and Splenorenal An- 
astomosis with Preservation of the Kidney. Robert R. Linton, Chester 
M. Jones and Wade Voliviler, Harvard Medical School and Massa- 
chusetts General Hospital, Boston, Mass. S. Clin. North America 27: 
1162-70, October 1947. Describes the technic of the operation 
employed in 5 patients with extrahepatic portal bed block. All pa- 
tients made a good postoperative recovery and none have had recur- 
rent bleeding from the gastro-intestinal tract; longest follow-up 
ten months in 2 cases. 6 references. 1 table. 


38. Genito Urinary Surgery 


THE ETIOLOGY OF BENIGN PROSTATIC HYPERTROPHY. 


Charles Huggins, University of Chicago Medical School, Chicago, III. 
Bull. New York Acad. Med. 23:696-704, December 1947. 


Benign prostatic hypertrophy occurs spontaneously only in man and 
in the dog and has not been induced in laboratory animals. Prostatic hy- 
pertrophy in dogs is a cystic hyperplasia of the epithelium; the prostatic 
secretion is reduced as compared with that of normal young dogs, Exper- 
iments showed that prostatic hyperplasia in dogs is under andriogenic con- 
trol; it does not occur in castrated animals; removal of the testicles causes 
atrophy; the administration of estrogen induces prompt involution of the 
tumor. Continued stimulation by androgen over a period of years is neces- 
sary to produce prostatic hypertrophy in dogs; it occurs only in old dogs. 
Experiments by the author showed that in old dogs that had been castrated 
when young, the injection of testosterone propionate in doses of 10 mg. 
daily for three months, does not induce prostatic hyperplasia. 


In man, prostatic hypertrophy is not a cystic hyperplasia, but typical- 
ly an adenofibromyoma; in some cases the epithelial element may not be 
present and the process may be a pure myoma or fibroma, but in these cases 
the earlier presence of epithelium that has been choked off in the process 
of growth cannot be excluded. The nodular character of the growth and 
its respiration show that it is a benign tumor. Such tumors when incom- 
pletely removed tend to regenerate; this fact explains the poor results of 
transurethral resection that usually fails to remove the growth completely. 
Benign prostatic hypertrophy i in man involves only the medullary region of 
the prostate. In man, as in the dog, the development of prostatic hypertro- 
phy depends upon a stimulus of testicular origin, evidently androgen, act- 
ing over a long period of time. It does not occur in castrates, and it does 
not occur in young men. In older men, however, the secretion (and excre- 
tion) of androgen is less than in young men. The development of prostatic 
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hypertrophy in spite of diminution of androgen is explained by the endo- 
crinologic doctrine of threshold (that the prostate has a low threshold to 
androgen stimulation). 

In the author’s cases of benign prostatic hypertrophy in which orchiec- 
tomy was done, the operation resulted in considerable relief of obstructive 
symptoms, and a decrease in the size of the growth, but this did not dis- 
appear entirely; spheroids of muscle, fibroblasts and atrophic epithelium 
were still present. 30 references. 


URETERAL DIVERTICULUM. CLASSIFICATION O* THE LIT- 
ERATURE AND REPORT OF AN AUTHENTIC CASE. 


Ormond S. Culp, Henry Ford Hospital, Detroit, Mich. J. Urol. 58: 
303.21, November 1947. 


Fifty-two cases had been reported in the literature as ureteral diver- 
ticula but further study showed that at least seven different types of ureter- 
al anomalies had been included in these reports. Thirteen patients actually 
had hydronephrosis, ureteroceles or vesical diverticula. Most of these were 
found in the early foreign literature. The remaining 39 cases conformed 
to three separate groups which continue to be confused. 

Ten patients had what has been designated “segmental hydroureters.” 
These were ovoid, round or spindle-shaped dilations with the ureter drain- 
ing into the upper end. They communicated with the bladder through the 
dependent portion, lacked a solitary stoma, contained all of the ureteral 
coats and were secondary to strictures of the lower end of the ureter. 

Fourteen patients had blindending branches of bifid ureters. These 
hollow structures had a single communication with the lumen of the normal 
ureter and the wall contained all of the ureteral coats. For the sake of sim- 
plicity, it was decided to designate as blind-ending bifid ureter any such 
structure of which the length was more than twice the greatest diameter. 

Fifteen cases were accepted as ureteral diverticula. Ten of these were 
true congenital diverticula while 5 were acquired or false ones secondary 
to strictures, calculi and trauma. True ureteral diverticula were defined 
as ovoid or round extra-ureteral sacs which contained all of the ureteral 
coats, communicated with the ureteral lumen through a distinct stoma and 
were congenital in origin. They varied in size and position, occurred in 
both sexes and on either side of the body, had no pathognomonic symptoms, 
sometimes contained calculi, usually resulted in some degree of hydroneph- 
rosis and infection, were recognizable by retrograde studies and usually 
required operation. 

The acquired or false diverticula were localized extravasations of 
urine at the site of ureterolithotomy, the result of accidental trauma or so- 
called blowouts in the wall produced by calculi and/or strictures. They 
lacked some of the ureteral coats, especially the muscularis. Treatment 
usually was directed to correction of the ureteral obstruction. 

An authentic case of true congenital diverticulum was added to the 
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literature. The sac contained 1,000 cc. of urine and the wall showed tran- 
sitional epithelium as well as a muscular layer. Because of hydronephro- 
sis and chronic pyelonephritis the kidney also was removed. Recovery was 
uneventful. 35 references. 2 tables. 9 figures. 


Author’s abstract. 


RENAL SALVAGE. 


Austin I. Dodson, St. Elizabeth's and St. Luke’s Hospitals, Richmond, 
Va. J. Urol. 58:295-303, November 1947. 


Renal conservation is perhaps the chief advance made in urology dur- 
ing the past twenty-five years and is extremely important provided it can be 
accomplished with safety to the patient. Remarkable physiologic restora- 
tion of the renal tissue has occurred when given the opportunity. Overen- 
thusiasm for conservation, however, must not be permitted to prevent ade- 
quate relief for the patient. Excellent repair work can be done on practi- 
cally destroyed kidneys but they have only a token value. Conservation 
must be cautiously used if the other kidney is in good condition and has 
compensated for the damaged organ. One must be sure that the remaining 
renal tissue is an asset and not a liability to the patient. Use of conserva- 
tion must also be carefully considered in cases of unilateral renal disease 
with hypertension as the latter may be relieved by nephrectomy in such cases 
while retention of the kidney may be disastrous. 

Plastic operations on the renal pelvis, decapsulation and nephrotomy 
in acute unilateral hematogenous renal infections, heminephrectomy, and 
implantation of the ureters are now frequently done instead of nephrecto- 
my. Ruptured kidney no longer necessarily indicates nephrectomy and a 
carbuncle of the kidney may be enucleated in appropriate cases. Young 
persons who have kidney removed for nonmalignant conditions have a nor- 
mal life expectancy. Renal calculi are the principal causes of destroyed 
kidney tissue. About one-third of a ten year series of nephrectomies were 
performed for stone. Renal lithiasis may be almost as dangerous as malig- 
nancy because it is bilateral in 10 to 20 per cent of cases. Surgery is neces- 
sary for proper treatment of most renal calculi. A series of 5 illustrative 
cases with renal lithiasis whose kidneys were salvaged are discussed. Com- 
plete renal destruction is more common in unilateral than bilateral cases, 
occurring in 37 of 60 unilateral and only 3 of 16 bilateral cases. 8 refer- 
ences. 3 figures. 


WILMS’S TUMOR IN THE ADULT. REVIEW OF LITERATURE 
AND REPORT OF THREE ADDITIONAL CASES. 


Gerry L. Esersky, Sidney H. Saffer, Charles E. Panoff and Mendel 
Jacobi, Beth-El Hospital, Brooklyn, N. Y. J. Urol. 58:397-411, December 
1947, 


Within the past few years, there has been an increase in the number 
of reports of solitary cases of Wilms’ tumor in adults. Fifty-three cases 
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have been reported in the literature previously. Three additional cases are 
discussed in this paper. 

The first case of embryoma of the kidney was reported in 1878 by 
Kocher and Langhans. The condition was extensively studied and discussed 
by Max Wilms in 1899. Wilms’ theory of development is the most accepted 
in the reported works. 

The first of the 3 cases (white male, aged 47) died before a diagnosis 
could be made. Autopsy revealed a Wilms’ tumor of the right kidney with 
metastases to the lungs, liver and vertebra, coronary thrombosis and bron- 
chopneumonia. 

In the second case (white female, aged 33) a diagnosis of left degen- 
erating renal neoplasm was made following urologic study. The pathologic 
report was malignant teratoma of the kidney (Wilms’ tumor). The patient 
died two months postoperatively. 

In the third case (white female, aged 24) a diagnosis of solitary cyst 
of the right kidney and neoplasm of the left was made. Left nephrectomy 
was done. Pathologic diagnosis was embryonal adenocarcinosarcoma of the 
kidney (Wilms’ tumor). 

This patient received postoperative roentgenotherapy and is alive three 
years following nephrectomy. Roentgen study at this time revealed no evi- 
dence of metastases. Study of the literature failed to reveal any case sim- 
ilar to that of the third patient. 


No case of Wilms’ tumor in the adult was diagnosed as such. In all 3 


of these cases, a high elevation of temperature was found. The suggestion 
is made that in patients with urologic evidence of renal neoplasm and the 
presence of an elevated temperature without evidence of urinary infection, 
Wilms’ tumor should be suspicioned. 

Nearly 80 per cent of the reported cases of Wilms’ tumor in adults 
have occurred in the fourth, fifth and sixth decades of life. 47 references. 
1 table. 7 figures. 

Author’s abstract. 


A CASE OF MALE PSEUDOHERMAPHRODITISM. THE IMPOR. 
TANCE OF PSYCHIATRY IN THE SURGERY OF THIS CONDITION. 


Francis M. Ingersoll and Jacob E. Finesinger, Vincent Memorial Hos- 
pital, Harvard Medical School and Massachusetts General Hospital, Bos- 
ton, Mass. S. Clin. North America 27:1218-25, October 1947. 


A case of male pseudohermaphroditism, classification of Hugh Young, 
with male gonads and female external sex characteristics was studied. The 
patient, aged 15, having been reared as a girl complained of absence of 
menses, lack of breast development and a low-pitched voice. Her clitoris 
began to enlarge at 12. 

Physical examination disclosed a young adult whose general appear- 
ance was male although the hair was worn shoulder length. The larynx 
was large. The clitoris was 4 cm. in length, 1.5 cm. in width and had no 
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urinary meatus. The labia were small, hymen was intact, vagina was pres- 
ent and 2 inches deep. Uterus was small. 

At laparotomy a normal uterus and tubes were found, but in the pos- 
ition of the right ovary there was a testicle which was biopsied. 

Psychiatric studies were undertaken which were pertinent and helpful 
in deciding that this patient should remain a female. Her intelligence was 
above normal and personality tests showed a deviation in the direction of 
femininity. She wished to be a woman and accepted the feminine role. 
The conclusions drawn from the test battery reinforce the clinical opinion 
that the patient had socialized in a feminine pattern of behavior with which 
she identified. 

She was treated with stilbesterol which established menstruation and 
caused her breasts to develop. The clitoris was removed since the decision 
had been reached through psychiatric investigation to make her a female. 
5 references. 

Author’s abstract. 


39. Gynecologic Surgery 


References to Current Articles 


Sarcoma Botyroides Vagine. Complete Excision of the Tumor in an In- 
fant by the Combined Abdominal and Perineal Approach. Howard 
Ulfelder and Stuart H. Quan, Massachusetts General Hospital, Bos- 
ton, Mass. S. Clin. North America 27:1240-45, October 1947. Re- 
ports a case in an infant 26 months of age with description of the 
operation; good results. The only case of this type ever seen at this 
hospital. 4 references. 5 figures. 

Carcinoma of the Uterus, Ovary and Tube. Norman F. Miller, University 
of Michigan Hospital, Ann Arbor, Mich. J. A. M. A. 136:163-69, 
Jan. 17, 1948. 

Ultraviolet Blood Irradiation Treatment of Pelvic Cellulitis. Knott Meth- 
od. R. R. Olney, Lincoln, Neb. Am. J. Surg. 74:440-43, October 1947. 

The Relationship of the Vagina to Adjacent Organs in Reconstructive Sur- 
gery. A Histologic Study. J. V. Ricci, J. R. Lisa, C. H. Thom and W. 
L. Kron, New York, N. Y. Am. J. Surg. 74:387-410, October 1947. 

The Radiation Treatment of Carcinoma of the Corpus Uteri. Ethlyn Trapp 
and Margaret Hardie, British Columbia Cancer Institute, Vancouver, 
B. C., Canada. Canad. M. A. J. 58:115-18, February 1948. 

New Apparatus for Radium Treatment of Cancer of the Uterine Cervix. 
E. P. Grenier, Institut du Radium, Montreal, Que., Canada. Canad. 
M. A. J. 58:192-93, February 1948. 

Recent Advances in Gynecology. Erle Henriksen, Los Angeles, Calif. 
West. J. Surg. 55:354-57, June 1947. 

Transvaginal High Voltage Therapy for the Treatment of Carcinoma of the 
Cervix. Charles A. Behney, Graduate School of Medicine, University 
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of Pennsylvania, Philadelphia, Pa. S. Clin. North America 27:1550- 
54, December 1947. A method of transvaginal roentgen therapy for 
advanced cases of carcinoma of the cervix is presented. 


Spontaneous Amputation of the Fallopian Tube. F. Miles Flickinger, Mayo 
Foundation and James C. Masson, Mayo Clinic, Rochester, Minn. Am. 


J. Surg. 74:850-53, December 1947. 


Improvement of Results in the Treatment of Uterine Cancer. J. Heyman, 
Stockholm, Sweden. J. A. M. A. 135:412-16, Oct. 18, 1947. 


Dysgerminoma of Ovary. Harold N. Cavanaugh, Cincinnati, O. Am. J. 
Surg. 74:854-55, December 1947. 


Actinomycosis of the Internal Female Genitalia. Report of Two Cases. Ev- 
erett M. Baker, University of Pittsburgh, Pittsburgh, Pa. West. J. 
Surg. 55:501-507, September 1947. 


Cesarean Section Seven Years After Hemihysterectomy in a Bicornate Uter- 
us. Wm. P. Smith, Columbus, O. Am. J. Surg. 74:856-59, December 
1947. 


Gumma of the Vagina. Walter J. Reich and Mitchell J. J. Nechtow, Cook 
County Hospital, Cook County Graduate School of Medicine and Hek- 
toen Institute, Chicago, Ill. J. A. M. A. 135:347-48, Oct. 11, 1947. 


Cancer of the Cervix. Observation on the Effect of X-Ray Therapy of Re- 
gional Nodes. Langdon Parsons, Massachusetts General Hospital, Bos- 
ton, Mass. S. Clin. North America 27:1231-39, October 1947. Dis- 
cusses the value of roentgen therapy of lymph nodes in cancer of the 
cervix. Reports 2 cases in which lymph nodes after irradiation were 
found to contain cancer cells at subsequent operation. 3 figures. 

Treatment of Carcinoma of the Uterine Cervix. Considerations on the Fif- 
tieth Anniversary of the Wertheim Operation. Franz Buschke, Simeon 
T. Cantril, Tumor Institute of the Swedish Hospital, Seattle, Wash. 
West. J. Surg. 55:152-61, March 1947. 

The Microscopic Criteria for the Diagnosis of Early Carcinoma of the Cer- 
vix Uteri. Eugenia E. Gurskis, Donald C. Beaver and Harry M. Nel- 
son, Woman’s Hospital, Detroit, Mich. Surg., Gynec. & Obst. 85:727- 
33, December 1947. 

Early Diagnosis of Uterine Cancer by Vaginal Smear. Maurice Fremont- 
Smith and Ruth M. Graham, Massachusetts General Hospital, Boston, 
Mass. S. Clin. North America 27:1215-17. October 1947. In 3.720 
cases, the percentage of incorrect negative diagnoses with the vaginal 
smear was 10.8 per cent in 285 proved cases of cancer of the cervix 
and 20.4 per cent in 98 cancers of the endometrium. There were also 
55 incorrect positive diagnoses (1.6 per cent). 4 references. 

Enterocele or Posterior Vaginal Hernia. Joe Vincent Meigs, Harvard 
Medical School, Boston, Mass. S. Clin. North America 27:1226-30. 
October 1947. Presents a discussion of the etiology, diagnosis and 
surgical treatment of enterocele; it is not due to a prolapse of the deep 
cul-de-sac of Douglas but is a hernia of the congenital type. 2 refer- 
ences. 
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40. Vascular Surgery 


SURGICAL TREATMENT FOR SYMPTOMS PRODUCED BY CER- 
VICAL RIBS AND THE SCALENUS ANTICUS MUSCLE. 


Alfred W. Adson, Mayo Clinic, Rochester, Minn. Surg., Gynec. & Obst. 
85:687-700, December 1947. 


The development, incidence and etiology of supernumerary ribs are 
discussed. They vary from rudimentary first ribs to double cervical ribs 
on the same side. Their surgical anatomy is essentially that of the poster- 
ior triangle of the neck. Roentgenologic studies of a large number of pa- 
tients showed 5.6 individuals per thousand to have cervical ribs. About 55 
per cent of 303 patients had no symptoms and only 36 of the remaining 
136 patients were operated upon, the symptoms of the remaining 100 cases 
being so mild as not to warrant surgery. 

The symptoms in these cases result from a combination of causes. It 
is not understood why all persons with complete cervical ribs do not have 
symptoms nor why symptoms should develop in young adults and rarely 
in children. It is believed that the etiologic factors responsible for these 
symptoms are an abnormal or different anatomic structure of the neck, the 
descent of the shoulder girdle, and the scalenus anticus muscle, the latter 
being the most important. The first of these factors results from a congeni- 
tal elongation of the cervical spine which causes the second part of the sub- 
clavian artery to lie higher than usual. The base of the posterior cervical 
triangle and the space between the scalenus muscles are so decreased that 
an abnormally small space is left for the passage of the subclavian artery 
and brachial plexus. A cervical rib or abnormally large cervical trans- 
verse vertebral process further reduces this space by elevating the floor. The 
plexus is pushed forward against the subclavian artery and compresses it 
against the scalenus anticus muscle. The insertion of this muscle has al- 
ways been found widened and reflected laterally beyond the operculum of 
the first rib in severe cases, further decreasing the space between the later- 
al margin of the scalenus anticus and the cervical rib with resultant addi- 
tional compression of the artery and plexus. The descent of the shoulder 
girdle begins early in adult life and could exert enough traction on the bra- 
chial plexus to cause symptoms when associated with the congenital abnor- 
mality just described. 

The most important factor in producing this syndrome is the scalenus 
anticus muscle. This is frequently hypertrophied and inflamed to varying 
degrees. The latter is probably a result of thrombosed arterioles of the 
muscle from pressure trauma. This muscle becomes tense and bulges dur- 
ing each respiration with consequent pressure upon the subclavian artery 
and obliteration of the circulation through it. The artery is indented and 
calcareous where it was compressed and rubbed by the muscle. There is al- 
so an associated irritation of the sympathetic nerves which is believed to 
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cause enough spasm of the vasa vasorum to produce nutritional changes 
and possible thrombosis in the larger arteries. 

Symptoms of the scalenus anticus syndrome usually develop in 
patients 12 to 18 years old. There may be a dull ache or sharp paii de- 
scending along the median and ulnar nerves and occasionally going upward 
into the shoulder and neck. Vascular symptoms vary with the amount of 
constriction of the subclavian artery. Patients may have recurrent numbness 
of the fingers or edema, cyanosis and perhaps gangrene of one or more fin- 
gers. Vasomotor changes follow disturbances of the sympathetic nervous 
system, the skin of the hand being cool, dusky and moist. 

Operation for cure of this condition is described. A collar incision 
is used extending upward and backward over the posterior triangle from 
the sternoclavicular articulation. The tendon of the sternomastoid muscle 
is divided, the muscle reflected mesially and the tendinous attachment of 
the scalenus anticus exposed. The muscle is dissected free, the dissection 
being carried up about 5 cm. on the anterior surface in order to thoroughly 
expose the phrenic nerve which is then retracted mesially. The musculoten- 
dinous insertion of the muscle is divided by cutting small groups of the 
fibers with scissors in order to avoid injury to the subclavian artery and 
pleura immediately beneath. The cut fibers promptly retract upward, the 
artery slides down and resumes its normal caliber and the lower trunk of 
the brachial plexus also slides down and anteriorly. Gentle dissection may 
be necessary to free the artery and plexus. It is advisable to protect the 
artery by passing a strip of cotton between it and the muscle. Part of the 
cervical rib should be removed if it is completely formed and so high that 
the lower brachial trunk has to rise over it. This is done with a rongeur 
through the same wound, the middle and lower trunks of the plexus being 
separated. A flap of fat should be inserted between the subclavian artery 
and the plexus to minimize adhesions. The anterior approach in this oper- 
ation is much easier than the lateral and there is no danger of injuring the 
brachial plexus. 53 references. 5 tables. 9 figures. 

(Occasionally, simple division of the scalenus anticus muscle is not 
sufficient, it being necessary to excise a portion of the muscle in order to 
prevent bridging of the defect by the fibrous tissue. For this reason, it is, 
desirable to excise a portion of the muscle in all instances of cervical ribs 
and scalenus anticus syndrome for which an operative procedure is per- 


formed.— Eb.) 


EXPERIMENTAL STUDIES OF ARTERIOVENOUS FISTULA 
WITH REGARD TO THE DEVELOPMENT OF COLLATERAL CIRCU- 
LATION. 


Ralph A. Deterling, Jr., Hiram E. Essex and John M. Waugh, Mayo 
Clinic, Rochester, Minn. Proc. Staff Meet., Mayo Clin. 22:495-520, Oct. 
29, 1947. 


Femoral arteriovenous fistulas, 1.5 to 3 em. long, were produced in 
19 adult dogs and the animals kept under observation for seven to 
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ten months. During the period of observation, thrill, machinery murmur, 
cardiac enlargement and other typical symptoms showed that the shunt was 
patent; roentgenograms showed the average increase of cardiac area to be 
32.56 per cent. Angiographic studies showed that arterial dilatation oc- 
curred rapidly after the fistula was established, but was of relatively lim- 
ited extent; and that venous dilatation occurred much more gradually 
but was of greater extent. After the fistula had been active for more than 
six months, sympathectomy was done in 7 animals; studies of the cutaneous 
temperature in the affected and the control extremity showed that this pro- 
cedure definitely increased the blood flow in the former. 

There are many indications for early repair of traumatic arterioven- 
ous fistula, but the problem of maintaining the collateral blood supply and 
the danger of infection have been reasons for delaying operation. The new 
antibiotic agents can be employed to prevent infection. The experiments 
reported, as well as recent clinical reports indicate that preliminary sym- 
pathectomy aids the establishment and maintenance of collateral circula- 
tion, and is indicated in cases of arteriovenous fistula where the collateral 
circulation may not be adequate, or in which postoperative vasospasm 
would be dangerous. 24 references. 3 figures. 

(There is abundant clinical evidence demonstrating that opening col- 
lateral channels by sympathetic ablation will prevent ischemia in the treat- 
ment of arteriovenous fistulas. If sufficient time has elapsed for the nor- 
mal collateral development, sympathectomy is not necessary.—Eb. ) 


References to Current Articles 


Chronic Leg Ulcers. Samuel Lisker, Graduate School of Medicine, Uni- 
versity of Pennsylvania, Philadelphia, Pa. S. Clin. North America 27: 
1555-60, December 1947. Surgical treatment of varicose leg ulcers is 
discussed and 2 cases are reported. 

Cerebral Hemorrhage Following Repair of a Common Carotid-Internal 
Jugular Arteriovenous Fistula. A. O. Singleton and A. O. Singleton, 
Jr., Galveston, Tex. Surgery 23:75-83, January 1948. 

Generalized Xanthomatosis with Peripheral Gangrene. Alexander Blain, 
III, Detroit, Kenneth N. Campbell and Vivian Iob, Ph.D., Ann Arbor, 
Mich. Alexander Blain Hosp. Bull. 6:158, November 1947. 

Effects of Tetraethyl] Ammonium Chloride on a Mixed Type of Hypersen- 
sitive Carotid Sinus Syndrome. Robert D. Taylor, Lee C. Underwood 
and Irvine H. Page, Cleveland Clinic Foundation, Cleveland, O. J. 
Lab. & Clin. Med. 32:1491-95, December 1947. 
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41. Arteries 


THE ANASTOMOSIS OF SEVERED ARTERIES BY A NONSUT- 
URE METHOD. 


F. A. Simeone, Massachusetts General Hospital, Boston, Mass. S. Clin. 
North America 27:1088-99, October 1947. 


The method of nonsuture anastomosis of severed arteries was em- 
ployed in 13 cases of battle injury; in 8 cases the popliteal artery was sev- 
ered, in 4 cases the femoral artery and in 1 case the axillary artery. In 
all these cases there was clinical evidence that the limb would not survive. 
In 11 cases vitallium tubes were used, but in 2 cases when no vitallium 
tubes were available, stainless steel prostheses made with the vitallium tubes 
as models were employed. In the technic of the operation, it is important 
to place the vein segment so that the valves will not obstruct the flow of 
blood. In all the 13 patients in this series the concomitant vein was ligated; 
this was done because the vein as well as the artery was irreparably dam- 
aged. Sympathetic denervation was done in 10 of the cases in which the 
lower extremity was involved. All these patients had been given sulfadia- 
zine orally and had had sulfanilamide powder sprinkled into the open 
wound as first aid measures. On arrival at the forward hospital, peni- 
cillin had been given, 25,000 units every three hours. Tetanus toxoid was 
given as a routine. Blood and plasma were given preoperatively and _post- 
operatively, but in most cases the amount of blood used was not adequate. 
Heparin was used when available. 

In the case in which the axillary artery was severed, the result of the 
anastomosis was excellent, the hand was warm and of good color before 
pulsation in the radial artery could be felt; the radial pulse was easily pal- 
pable, however, three days after operation. Of the 4 patients in whom the 
femoral artery was severed, only 1 required amputation (at the thigh) after 
nonsuture anastomosis; this was a better result than would have been 
expected with simple ligation. In the 8 cases with severance of the popli- 
teal artery the entire limb was saved in only 1 case; in 1 case only ampu- 
tation of the toes was necessary; in 2 cases amputations through the lower 
leg and in 4 cases amputations through the thigh were required. These re- 
sults are not as good as have been obtained by the author and others in lar- 
ger series of cases by simple ligation of the artery. But in all these cases. 
the loss of substance in the wound was so extensive that amputation would 
probably have been necessary in most of the group. The operations also 
involved a new technic with which the surgeons were not familiar; in 2 cases 
poor results are attributed to secondary hemorrhage due to a technical error. 

In these cases the amount of blood given was not adequate, as indicated 
by the hematocrit concentrations; if arterial channels are to be reestab- 
lished, the blood volume should be sufficient to fill them. It is important 
to note also that nonsuture anastomosis should not be employed if it in- 
volves the sacrifice of important collateral arteries. The method may prove 
more applicable in civilian practice than in battle injuries, because wounds 
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are generally less extensive and operation can be done more promptly. 11 
references. 2 tables. 4 figures. 


ARTERIAL INJURIES. 


Morris K. Smith, Halloran V. A. Hospital, Staten Island, N. Y. Ann. 
Surg. 126:866-72, December 1947. 


Statistics for an evacuation hospital in the European Theater of Oper- 
ations in World War II show that battle wounds involving the femoral or 
popliteal arteries result in gangrene in a large percentage of cases. 
In wounds of the brachial artery there is loss of the extremity in over one- 
fourth of the cases. In the series of 114 cases of arterial injury at this 
evacuation hospital and 4 cases at a general hospital in the same theater 
(not battle injuries), there were 9 cases in which arterial suture was done, 
excluding 2 cases in which suture was done at the site of a thrombectomy 
incision. Gangrene occurred in only 1 of these 9 cases in which the artery 
was sutured. In the evacuation hospital series, there were 5 cases in which 
plastic tube anastomosis was done, gangrene occurred in 4 cases; the 1 sat- 
isfactory result in this group was obtained in a plastic tube anastomosis of 
the popliteal artery. There were 10 cases in which thrombosis developed 
in the injured vessel; 4 of these developed gangrene. In 2 cases thrombec- 
tomy was done and the artery sutured; in 1 gangrene developed in two toes; 
in the other, there was no gangrene. Heparin was used locally in some 
cases, but systemic heparinization was not attempted on account of insufhi- 
cient supplies of the drug; its use in debrided battle wounds would involve 
a risk. Sympathectomy was done in a large number of cases, but with dis- 
appointing results. The poor results were probably due to the fact that the 
operation was used when both the main blood channel and the collateral 
circulation were damaged and the limb was cadaver-like. 

In arterial injuries, suture of lateral wounds should be done as a rule, 
and this should be an end to end suture wherever possible. The use of glass 
or plastic tubes or venous grafts may give good results in some cases, al- 
though in the series reported these procedures did not improve the results 
as a whole. While the use of heparin in debrided battle wounds does not 
appear to be indicated, in civilian injuries, especially in those in which 
large debrided areas are not left open, heparin may improve results. 7 ref- 
erences. 4 tables. 


STUDIES ON THE SCALENUS ANTICUS SYNDROME. 


Svante Annersten, Akademiska Sjukhuset, Uppsala, Sweden. Acta 
chir. Seandinav. 95:419-39, Fase. 5, 1947. 


The symptoms of this syndrome were formerly assumed to be associ- 
ated with a cervical rib. but occurs much more frequently in cases without 
a cervical rib (usually in adults when irritation and stimulation of the bra- 
chial plexus cause spasm and contraction of the scalenus muscle and ab- 
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normal elevation of the first thoracic rib). Symptoms are discussed. They 
may be vascular or neurologic (former most common when there is a cer- 
vical rib). There are two theories concerning the cause of vascular symp- 
toms, one that they are entirely the result of direct pressure by a rib or 
transverse process upon the artery and the other that pressure upon the sym- 
pathetic nerves causes vasomotor symptoms. Both mechanisms frequently 
exist together. Mixed cases are more common than cases only having vas- 
cular symptoms. 

Roentgen examinations of suspected cases of the scalenus anticus syn- 
drome have often showed the costotransverse process on the seventh cervical 
vertebra to be long or bulky. Examination of about four hundred neck 
roentgenograms showed these processes to be abnormally long in patients 
with this syndrome. This process is shorter than that of the first thoracic 
vertebra in normal persons but it is as long or longer than the latter in ca- 
ses of the scalenus anticus syndrome. Inasmuch as the lowest rami of the 
brachial plexus pass between this process and the scalenus anticus muscle, 
it is considered that symptoms of the syndrome are caused by compression 
of the brachial plexus between the muscle and transverse process. Connec- 
tive tissue bands radiating from an enlarged process may cause vascular 
symptoms by direct pressure on the subclavian artery. 

An analysis of 27 cases of the syndrome operated upon showed that 
only 7 had a cervical rib. It also indicated that the vascular symptoms are 
partly caused by pressure upon the sympathetic vasomotor nerves accompa- 
nying the lower rami of the brachial plexus. In this series, about 18 per 
cent had vascular symptoms, 22 per cent neurologic and 60 per cent mixed 
symptoms. Direct compression of the subclavian artery was showed to cause 
vascular symptoms in 12 patients. Neurologic cases are usually relieved 
by scalenotomy. There is a less favorable prognosis in cases with vascular 
symptoms but pain is relieved by the operation. Postoperative alcohol in- 
jections into the stellate ganglion improved 3 cases with vascular symptoms. 
16 references. 1 table. 8 figures. 


References to Current Articles 


A Comparative Study of Thromboangiitis Obliterans in White and Negro 
Patients. H. A. Davis and L. D. King, Louisiana State Univer- 
sity School of Medicine, New Orleans, La. Surg., Gynec. & Obst. 85: 
597-603, November 1947. At the Charity Hospital of Louisiana there 
were 5 Negroes in a group of 48 patients in whom the clinical diag- 
nosis of thromboangiitis obliterans was made; 4 Negroes (1 female) 
among 16 patients in whom diagnosis was confirmed by _patho- 
logic study of the blood vessels. 7 references. 5 figures. 

Ligation and Division of the Abdominal Aorta for Metallic Embolus from 
the Heart. Frederick W. Cooper, Jr., M. H. Harris and J. W. Kahn, 
Ashford General Hospital, White Sulphur Springs, W. Va. Ann Surg. 
127:1-11, January 1948. 

Superior Mesenteric Arterial Occlusion. Gordon F. Madding and Floyd T. 
McIntire, San Angelo, Tex. Am. J. Surg. 74:475-79, October 1947. 
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Restorative Endoaneurysmorrhaphy by Vein Graft Inlay. Arthur H. Blake- 
more, New York, N. Y. Ann. Surg. 126:841-49, December 1947. Des- 
cribes technic which is effective in restoring a pulsating arterial blood 
flow in legs with damaged or diseased arteries without damage to im- 
portant collateral vessels. Reports 4 cases. 7 references. 4 figures. 


42. Veins 


A SIMPLIFICATION OF THE DIAGNOSIS OF VARICOSE VEINS. 


Charles A. Steiner and Louis H. Palmer, Upper Darby, Pa. Ann. 
Surg. 127:362-71, February 1948. 


In every treatise on the subject of varicose veins, one encounters a des- 
cription of several diagnostic tests, the understanding of which would ap- 
pear to be absolutely necessary before intelligent treatment could be under- 
taken. It now appears that several of these tests have become obsolete and 
one or two others are of academic interest. 

Brodie-Trendelenburg Test:—This accomplishes two purposes: (1) 
demonstrates any existing retrograde flow of blood through the saphenofem- 
oral junction; (2) indicates the presence of one or more incompetent com- 
municating veins between the superficial and deep venous systems, al- 
though it does not establish the level of such a vein. By its use one can 
determine whether or not high ligation of the saphenous and its branches 
is indicated and whether or not an additional ligation at a lower level is 
necessary. 

Comparative Tourniquet Test (Ochsner and Mahorner):—The inter- 
pretation of this test with the tourniquet at the upper third of the thigh is 
similar to the Brodie-Trendelenburg test. The application of tourniquets 
lower in the thigh serves to designate the level of entrance of any existing 
communicating veins into the superficial system and by occluding the su- 
perficial veins, reveal the presence of a deep femoral thrombosis. The test 
actually affords quite complete information as to the status of the super- 
ficial and deep venous circulations of the leg. Much of the information ob- 
tained from this test is of purely academic interest and is not essential to 
the intelligent treatment of the varicose vein patient. A practical simpli- 
fication of the Mahorner-Ochsner test is to perform the Brodie-Trendelen- 
burg test, which demonstrates the presence of any existing communicating 
veins, following which a single tourniquet applied just above the knee in- 
dicates whether the incompetent communicating vein (s) lie above or be- 
low this level. If above this level, ligation just above the knee is indicated 
in addition to ligation of the saphenous at the saphenofemoral junction. 
The value of the part of the comparative tourniquet test which deals with 
the status of the deep circulation of the leg is discussed later. 

Perthes’ Test:—Was originally described as a clinical method of evalu- 
ating the status of the deep circulation in the leg. The test is valueless 
since one may well obtain a negative test if the occlusion of the deep 
circulation exists above or below the level of the tourniquet. Knowledge of 
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the status of the deep venous circulation is not essential to adequately treat 
the varicose vein patient. 

Compression Test:—This test of the status of the deep circulation is 
impractical for two reasons: (1) time (30 minutes) required for perform- 
ance prevents its general use; (2) it is extremely difficult to apply the band- 
age with just the proper degree of compression. It is unnecessary in that 
a knowledge of the status of the deep venous circulation is not essential 
in the treatment of varicose veins. 

Schwartz Test (Percussion Test):—Results are frequently unreliable 
and any information obtained from it is more readily available from the 
Brodie-Trendelenburg test. Thus it would seem that the Perthes, Schwartz 
and compression tests are unreliable and add nothing to the information 
obtained by the Brodie-Trendelenburg test which affects the treatment of 
these cases. 

The determination of the status of the deep venous circulation has al- 
ways been considered necessary before any effort was made to obliterate 
existing superficial veins. It has always seemed unlikely that dilated, tor- 
tuous superficial veins actually carry blood against the effect of gravity 
around a deep femoral thrombosis. It is difficult to understand how veins 
can be acting as collateral circulation when the Brodie-Trendelenburg test 
indicates a reversed flow of blood through them. If the deep system of 
veins is occluded and the Brodie-Trendelenburg indicates a retrograde flow 
of blood through the visible varicosities, there must be an intermediate sys- 
tem of collateral veins present to enable blood to escape from the 
leg. Where a retrograde flow of blood can be demonstrated the usual bene- 
fit to the varicose veins by active treatment should be expected. 

A simplified approach to diagnosis, which requires little special 
knowledge, and which may readily be performed as a simple office proced- 
ure, is described. 32 references. 5 figures. 

Author's abstract. 


POSTTHROMBOTIC SEQUELAE OF THE LOWER EXTREM- 
ITY. TREATMENT BY SUPERFICIAL FEMORAL VEIN INTERRUP- 
TION AND STRIPPING OF THE SAPHENOUS VEINS. 


Robert L. Linton and Irad B. Hardy, Jr., Harvard Medical School, 
Boston, Mass. S. Clin. North America 27:1171-77, October 1947. 


Interruption and stripping of the saphenous vein combined with inter- 
ruption of the femoral vein distal to the profunda femoris vein was per- 
formed on 34 patients with postthrombotic changes in the lower extremity. 
There were 20 females and 14 males in this group of patients; 24 patients 
were between 41 and 60 years of age. Thirteen patients had had an attack 
of phlebitis postoperatively or following injury, 10 after childbirth and 8 
in association with severe infections; in the other 3 cases no definite history 
of phlebitis was elicited but it had evidently been present. Varicose veins 
were present in 33 patients; edema in 24; ulceration in 21; pain was 
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an outstanding complaint of 22 patients. The Trendelenburg test was done 
in all cases; the veins filled rapidly from below, indicating incompetent 
communicating and deep veins; in 24 cases this condition was bilateral. 

In 8 cases open ulcerations were healed by treatment with bland oint- 
ments and elastic support before admission to the hospital. In the other 
patients with open ulcerations, operation was delayed until the ulcerations 
had healed under treatment at the hospital. Penicillin was given before 
operation to these patients who had had ulcerations and to others 
who showed extensive skin changes. 

Under general anesthesia, incisions were made parallel to the femoral 
pulsations; this gave most adequate exposure. Venous pressure was deter- 
mined in the femoral vein distal to the profunda femoris, again after oc- 
cluding the vein with an untied ligature and finally with the saphenous 
vein occluded. Venous pressure above 30 cm. after occluding both the su- 
perficial femoral and saphenous vein contraindicates stripping the saphen- 
ous vein. If the pressure rises above 30 cm. after occluding only the fe- 
moral vein, this vein should not be interrupted; only ligation and stripping 
of the saphenous vein or veins should be done. 

In the cases reported, the femoral veins were divided, the ends were 
doubly ligated and stitched, just distal to the profunda femoris vein. The 
saphenous vein was divided, and followed to the saphenous femoral junc- 
tion where it was ligated; care was taken to divide all its branches. The 
distal segment of the saphenous vein was stripped, with an intraluminal 
type of stripper, to the medial malleolus of the ankle. In 24 patients, the 
entire procedure was done bilaterally, unilateral in 8 and in 1 patient a 
bilateral femoral division was done with stripping of the saphenous on one 
side; in another patient the femoral vein was interrupted on one side but 
both saphenous veins were stripped. 

Thirty-four patients have been followed up for six to fourteen months 
postoperatively; of 2] patients with preoperative ulceration, 20 showed no 
recurrence and | a superficial recurrence; 14 of 24 patients with preoper- 
ative edema showed considerable improvement in the edema. Ten of the 34 
patients showed persistent small varices since operation and have been giv- 
en injection treatments; 24 patients have not required injections. Since the 
longest period without recurrence of ulcerations is fourteen months, 
the claim cannot be made that any of these patients are cured but the re- 
sults are encouraging. 9 references. 1 table. 2 figures. 


APPLIED ANATOMY OF THE FEMORAL VEIN AND ITS TRIBU- 
TARIES. 


Edward A. Edwards and John D. Robuck, Jr.. Harvard Medical 
School, Boston, Mass. Surg., Gynec. & Obst. 85:547-57, November 1947. 


In a study of the femoral venous system in 61 extremities, it was found 
that the femoral vein varies in its relation to the femoral artery; it occa- 
sionally lies anterior or lateral to the artery. There are many collaterals 
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in the lower course of the femoral vein; in some instances one of the col- 
laterals may be large enough to constitute.a doubled femoral vein. The 
deep femoral vein is formed by fusion of the vene comitantes of the per- 
forating arteries; the lateral or medial femoral circumflex veins usually en- 
ter the femoral vein separately; they rarely enter the deep femoral vein. 
Although in the anatomic studies the inguinal ligament was taken as the 
point of reference for identifying the level at which the tributaries of the 
femoral vein enter it, this structure is rarely identified during life, and the 
pubic tubercle is a better landmark for this purpose. | 

The lower deep femoral vein had a gross communication with the fe- 
moral vein in 10 per cent of the limbs studied. This indicates a danger 
of extension of a thrombus to the deep vein if the popliteal or lower femor- 
al vein is thrombotic; and that therefore the femoral vein should be inter- 
rupted above the entrance of the deep vein into it. Interruption of the fe- 
moral vein above the entrance of the femoral circumflex vein is necessary 
only when thrombosis occurs in the upper part of the femoral vein. (On an 
anatomic basis, yes, but what of the resulting edema?—a. F¥.) 

In other cases division of the femoral vein may be done above the deep 
femoral but below all or most of the lateral and medial femoral circum- 
flex channels. 

It is suggested that surgeons should record the exact level at which any 
operation on the femoral vein is done, based on a more exact localization 
than has previously been used. 10 references. 9 figures. 


References to Current Articles 


Resorption from the Veins Following Electrosurgical Intervention (O vsa- 
syvanii is ven posle elektrokhirurgicheskikh vmeshatel’ stv). B. V. Mi- 
lonov. Khirurgiya No 9, 33-37, 1947. Experimental electrocoagula- 
tion retards absorption of 1 per cent strychnine solution and of sodi- 
um salicylate powder. It is inferred that electrosurgery blocks lymph 
and blood circulation, preventing absorption of shock-producing and 
bacteriologic toxins, which are rapidly destroyed at coagulation tem- 
perature (70 C.). 

The Chronic (Second) Stage of Thrombosis in the Lower Extremities. Its 
Course into Crural Ulcer and Its Treatment. Inge Birger, Arlév, Swe- 
den. Acta chir. Scandinay. 95:1-110, Suppl. 129, 1947. From 1942 
to 1944 inclusive, Birger had 465 cases of chronic thrombophlebitis 
of which 353 had phlebitic ulcers. This paper points out the impor- 
tant etiologic relationship between the deep phlebitis and the ulcers 
in an excellent analysis. 
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+3. Orthopedic Surgery 


References to Current Articles 


Trauma to the Foot and Ankle. J. Hamilton Allan, Graduate School of 
Medicine, University of Pennsylvania, Philadelphia, Pa. S. Clin. 
North America 27:1505-17, December 1947. Sprains, dislocations, 
and fractures of the foot and ankle are discussed in regard to etiol- 
ogy, deformity and treatment. 

Hallux Valgus, Weak Foot and the Keller Operation. An End Result Study. 
William A. Rogers and Robert J. Joplin, Harvard Medical School 
and Massachusetts General Hospital, Boston, Mass. S. Clin. North 
America 27:1295-1302, October 1947. In 50 cases of hallux valgus in 
which the Keller operation was done, there was definite objective im- 
provement in the foot in only 9 per cent. Pain in the great toe joint 
was relieved and made fitting shoes easier, the mobility of the toe was 
increased in 30 per cent. 2 references. 4 figures. 

Treatment of Mallet Finger. Earl G. Williams, London, Ont., Canada. 
Canad. M. A. J. 57:582, December 1947. 

The Peripheral Disease of Poliomyelitis. John F. Pohl, Minneapolis, 
Minn. J. Bone & Joint Surg. 29:1027-30, October 1947. 

Floor Pad for Foot-Exercising. Maurice H. Herzmark, Washington, D. C. 
J. Bone & Joint Surg. 29:1098-99, October 1947. 

Traction Splint for Hand and Fingers. Donald Gordon, New York, N. Y. 
Am. J. Surg. 74:747-51, November 1947. 

Precautionary Administration of Penicillin in Surgical Procedures on the 
Bones and Joints. Joseph Buchman and John E. Blair, New York, N. 
Y. Arch. Surg. 55:743-50, December 1947. Parenteral administra- 
tion of penicillin before and after operation with primary closure of 
the wound has been found to be effective in the prevention of postop- 
erative infections in operations on bones and joints. The same method 
is effective in the treatment of active osteomyelitis. 53 references. 4 
tables. 

Ischemic Necrosis of the Anterior Crural Muscles. George S. Phalen, Cleve- 
land, O. Ann. Surg. 127:112-20, January 1948. 

Some Facts About the Hand. Homer D. Dudley, Seattle, Wash. West. J. 

~ Surg. 55:419-23, August 1947, 

A Standardized Method for Assessing the Strength of Hand and Foot Mus- 
cles. F. H. Lewey, W. G. Kuhn and J. T. Juditski, Cushing General 
Hospital, Framingham, Mass. and the Graduate School of Medicine. 
University of Pennsylvania, Philadelphia, Pa. Surg., Gynec. & Obst. 
85:785-93, December 1947. 

Periosteum for Repair of Fascial Defects in the Paratibial Region of the 
Leg. Result of its Transposition. Nicholas J. Giannestras, Cincinnati, 
O. Am. J. Surg. 74:614-21, November 1947. 

Orthopedic Surgery and Its Place in the Department of Surgery in Our 
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Modern Medical Schools. Leroy C. Abbott, San Francisco, Calif. J, 
Bone & Joint Surg. 29:840-50, October 1947. 

Orthopedic Operative Procedures Allowing Early Motion. Frank E. Stinch- 
field, New York, N. Y. Arch. Surg. 55:650-59, December 1947. Des- 
cribes various orthopedic operations employed to allow early motion, 
giving a satisfactory result and preserving tone and function of soft 
tissues, including operations for intertrochanteric fracture of the hip, 
and a method of spinal fusion. 9 figures. 

Heredofamilial Cleft Foot Deformity. (Lobster-Claw Foot or Split Foot). 
Henry W. Meyerding, Mayo Clinic and Jackson E. Upshaw, Mayo 
Foundation, Rochester, Minn. Am. J. Surg. 74:889-92, December 1947. 

Set of Bone Chisels, Osteotomes and Gouges. Henry W. Meyerding, Mayo 
Clinic, Rochester, Minn. Am. J. Surg. 74:497-98, October 1947. 

Report on Orthopedic Surgery for the Year 1946. Ralph K. Ghormley, 
Mayo Clinic, Rochester, Minn. Proc. Staff Meet., Mayo Clin. 22:570- 
73, Dec. 10, 1947. In 3,680 operations in the Section of Orthopedic 
Surgery, there were 10 deaths, a mortality of 0.3 per cent per surgical 
procedure. Of 12 deaths in the combined orthopedic and fracture re- 
port, 7 were due to pulmonary embolism. 


44. Fractures 


THE MEDULLARY NAIL. PRESENTATION OF A NEW TYPE 
AND REPORT OF A CASE. 


Dana A. Street. Memphis, Tenn., Harvey H. Hansen, Battle Creek, 
Mich., and Bruce J. Brewer, Milwaukee, Wis. Arch. Surg. 55:423-32, Oc- 
tober 1947. 


A medullary nail for the treatment of fractures of the shaft of long 
bones was introduced by Kiintscher in 1940. The nail employed by the 
authors and designed by one of them (Harvey H. Hansen) is dia- 
mond shaped in cross section instead of V shaped; it is made of chrome- 
nickel stainless steel. This metal was selected for use, since it does not 
bend under the stress of weight bearing, is resilient but not brittle, does 
not break and is as nearly iso-electric as possible. Its use is indicated in 
fractures of the middle third of the femur, middle half of the humerus in 
which there are multiple segmented fragments, associated fracture of the 
adjacent knee or elbow joint and in elderly patients. 

Four cases are reported in which this nail was used, one fracture of 
the humerus and three fractures of the femur. Open reduction was done in 
these cases to insure more accurate reduction and also because of the dan- 
ger of fat embolism; the nail causes the extrusion of fatty marrow which, 
in open reduction, is washed out with ether. A retrograde method of insert- 
ing the nail through the proximal segment was employed as being technical- 
ly a simpler method than inserting it directly through the greater trochanter 
of the femur. With the use of this nail, fixation is solid and no cast is re- 
quired for fractures of the middle third of the femur or middle half of the 
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humerus. Motion of adjacent joints can be started immediately; the pa- 
tient can be out of bed in two weeks; partial weight bearing is allowed in 
three weeks and, as a rule, full weight bearing in six weeks. The avoidance 
of prolonged immobilization is of special value for elderly patients. 

In 3 of the 4 cases reported, callus formation occurred early and was 
as abundant as in cases treated by closed reduction. In 1 case, callus for- 
mation was not as satisfactory; in this case, the operation was done eight 
weeks after injury, at which time callus was scanty and there was an asso- 
ciated fracture of another large bone. 6 references. 5 figures. 


References to Current Articles 


Compound Fractures and Their Management. Calvin M. Smyth, Jr. and T. 
A. Ranieri, Methodist Hospital, Philadelphia, Pa. S. Clin. North 
America 27:1486-1504, December 1947. The Orr method of manag- 
ing compound fractures is advocated and described. First aid and def- 
initive treatment are outlined. 

A Method for the Treatment of Fractures of the Expanded Ends of Long 
Bones. H. K. Christie, New Zealand. Australian & New Zealand J. 
Surg. 17:29-36, July 1947. Describes a clamping appliance designed 
by the author for treatment of fractures of this type and the method 
of its use. Tabulates 6 cases of fractures above and below the knee 
in which this clamp was used. 4 references. 1 table. 18 figures. 

The Walking Caliper. John Charnley, University of Manchester, Manches- 
ter, England. Lancet 2:464-67, Sept. 27, 1947. Describes various de- 
signs of walking calipers, and discusses the advantages of the use of 
weight-relieving caliper in the later stages of fracture treatment. 5 
references. 6 figures. 

An Easily Adjustable Distraction Apparatus. O. Kapel, Copenhagen Coun- 
ty Hospital, Gentofte, Denmark. Acta chir. Scandinav. 95:137- 
44, January 1947. Describes an apparatus that is simple and easily 
adjustable, that has proved of value in the reposition and_pro- 
per alignment of badly dislocated fragments in fractures of the ex- 
tremities. Six cases are reported. 13 figures. 


45. Dislocations 


INJURIES TO THE HIP JOINT. TRAUMATIC DISLOCA- 
TIONS INCURRED CHIEFLY IN JEEP ACCIDENTS IN WORLD WAR 
Il. 


Marshall R. Urist, University of Chicago, Chicago, Ill. Am. J. Surg. 
74:586-97, November 1947. 


The author reports on the treatment of fifteen consecutive dislocations 
of the hip joint and the end results of 9 of these cases, sustained chiefly 
in jeep accidents, and compares treatment and end results of seven similar 
injuries treated at Massachusetts General Hospital. 

In the Army cases, reduction of the posterior dislocations was accom- 
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plished without difficulty by relatively inexperienced surgeons. Stimson’s 
maneuver (the prone-position gravity-method) was uniformly  success- 
ful and is recommended for the first attempt at reduction of a posterior 
dislocation. Anterior dislocations were reduced easily by the reverse of the 
circumduction method of Bigelow. 

Avulsion chip fractures were found either at the acetabular or femor- 
al attachments of the joint capsule. This feature of the traumatic injury 
was usually unrecognized in emergency films and shown clearly only 
in technically perfect postreduction roentgenograms. The possible relation- 
ship between the incidence of avulsion fractures at the femoral attachment 
of the joint capsule and the incidence of avascular necrosis should be in- 
vestigated further in a larger number of cases. The various types of trau- 
matic lesions, including tears of the femoral attachment, have been des- 
cribed in detail in a monograph by Allis. The causal relationship between 
the location of the capsular tear and the damage to the blood supply of 
the head of the femur, particularly the intertrochanteric branches of the 
medial circumflex femoral artery, requires further study. 

Except in 1 civilian case, which avascular necrosis of the femoral head 
developed, the end results were uniformly good. Prolonged traction and 
longer periods of restriction of weight-bearing in military cases produced 
approximately the same results as shorter periods of immobilization and 
early ambulation in the civilian cases. It may be assumed that the inci- 
dence of avascular necrosis depends upon the nature of the original injury 
and is not influenced by postoperative treatment. In a group of 370 cases 
of traumatic dislocation reported in the literature, avascular necrosis of 
the head was observed within two years of the original injury. Though only 
tentative conclusions are possible from two year end results, the uniformly 
good results by various methods of treatment would not encourage restric- 
tion of weight-bearing as a routine measure beyond six to eight weeks, the 
period in which the joint capsule may be expected to heal. Closer observa- 
tion, serial roentgenograms, protection from weight-bearing and _per- 
haps traction and bedrest at home may be advisable in individual cases if 
there are persistent signs of joint irritation, muscle spasm, limitation of 
motion, or suspicious changes in roentgenograms. 

The 22 cases reported in this paper comprise the control group for 
the study of 16 cases of fracture of the acetabulum without dislocation and 
twenty-six fracture-dislocations of the hip joint, which were treated by both 
surgical and conservative methods, and which are reported in further com- 
munications. 52 references. 2 tables. 6 figures. 

Author’s abstract. 


References to Current Articles 


Capsular Repair for Recurrent Dislocation of Shoulder. Pathological 
Findings and Operative Technic. Edwin F. Cave and Carter B. Rowe, 
Massachusetts General Hospital, Boston, Mass. S. Clin. North Amer- 
ica 27:1289-94, October 1947. Reports 24 cases of recurrent disloca- 
tion of the shoulder with pathologic findings at operation; the opera- 
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tion used was Bankart’s procedure with a few modifications. 1 refer- 
ence. 4 figures. 

A Danger Signal in Traumatic Anterior Dislocation of the Hip. C. Fred 
Goerringer (Lt. Col., M.C., A.U.S.), Philadelphia, Pa. Am. J. Surg. 
74:893-94, December 1947. 

Congenital Dislocation of the Patella. Case Report with History of Four 
Generations. E. B. Mumford, Indianapolis, Ind. J. Bone & Joint Surg. 
29:1083-86, October 1947. 

A Modification of Nicola’s Operation for Habitual Luxation of the Shoul- 
der (Eine Modifikation der Nicolaschen Operations. methode bei ha- 
bitueller Schultergelenkluxation). Torsten Jerre, Kuppelanstalt Hal- 
singborg, Sweden. Acta chir. Scandinav. 5:1-16, January 1947. Des- 
cribes the technic of the operation employed in 9 cases. One of these 
patients has not been traced; 2 have been operated upon recently; 6 
show no recurrence for one to three years. 24 references. 


46. Bones 


CHONDROSARCOMA. 


John J. Morton and G. Burroughs Mider, University of Rochester, 
School of Medicine and Dentistry, Rochester, N. Y. Ann. Surg. 126:895- 
929, December 1947. 


In a study of 74 cases of chondrosarcoma, it was found that the sites 
most frequently involved are the ends of the femur and tibia, the proximal 
end of the humerus and the pelvis. The youngest patient in the series was 
13 and the oldest 67 years old. The majority of the patients had symptoms 
for over twelve months before seeking treatment. The most common symp- 
toms are pain and a mass. The pain is mild and intermittent at first, but 
becoming more severe and constant.’ If there is no palpable mass physical 
examination is negative, though there may be some limitation of motion or 
impairment of function due to the tumor. Roentgenographic examination 
shows a poorly defined mass; if the lesion is central, there may be expan- 
sile swelling of the shaft with thickening or destruction of the cortical bone; 
if the lesion is peripheral, there is excavation of the bone but rarely signs 
of periosteal bone formation. 

Fourteen cases are reported in detail. In the first 4 cases the lesion 
was so situated in the extremity that a clean cut amputation could be done 
well beyond the growth. All these patients have been well for six years or 
longer without recurrence. In 3 cases there were several recurrences after 
an inadequate initial operation; no evidence of metastasis was found 
in these cases at any time, although the recurrent growths grew more rapid- 
ly and appeared more anaplastic than the primary tumor. All these patients 
have died. In 1 case there was a sacral chondrosarcoma that was inoper- 
able when the patient was first seen. One patient had three cartilaginous 
tumors but only one, in the pelvis, was malignant; partial excision was done, 
followed by recurrence and finally metastases to the lungs. The histologic 
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appearance of the malignant tumor in this case was less typical of chon- 
drosarcoma than usual. In the tenth patient, a highly malignant chondro- 
sarcoma was excised from the ilium; metastases developed soon afterwards 
and caused death. In 3 cases large tumors were removed by hind-quarter 
amputation but this did not prevent recurrence and metastases. In the four- 
teenth case a large cartilaginous tumor arose from the tibia; it was found 
to be a benign chondroma and was successfully removed. 

In the treatment of chondrosarcoma, surgery must be adequate; ampu- 
tation including a wide zone of normal tissue above the lesion is indicated 
in chondrosarcoma of an extremity, even if the histologic characteristics 
of the tumor are the only indication of malignancy. Interinnominoabdom- 
inal amputation is a formidable operation, but it is indicated in chondro- 
sarcoma of the pelvic bones or trochanteric region of the femur and should 
not be delayed until less radical procedures have failed. 12 references. 21 
figures. 


A STUDY OF NEW BONE FORMATION PROVOKED BY 
SUBPERIOSTEAL INJECTIONS OF BLOOD PLASMA, EXTRACT OF 


BONE MARROW, ETC. AN INVESTIGATION BY EXPERIMENTS ON 
ANIMALS. 


Arvid Hellstadius, Stockholm, Sweden. Acta chir. Seandinay. 95:31- 
53, January 1947. 


In experiments on adult rabbits, it was found that repeated subperio- 
steal injections of blood plasma, marrow extract or marrow autolysate re- 
sulted in new osteoid tissue formation on the surface of the bone. Subper- 
iosteal injections of extract of muscle tissue had the same result whether 
muscle tissue with fracture edema or normal muscle tissue was employed. 
It was found that subperiosteal injections of normal saline solution also 
produced similar formation of osteoid tissue. In cases in experiments in 
which blood plasma was injected on one side and normal saline on the oth- 
er, the new tissue was more extensive on the side where saline was injected. 
But in experiments in which a similar comparison was made between mar- 
row extract, marrow autolysate or extract of muscle tissue and saline solu- 
tion the deposit of osteoid tissue was more extensive on the side where the 
tissue extract was injected. The experiments indicate that the new osteoid 
tissue formation produced by subperiosteal injections is due in large part 
to the mechanical injury of the injection rather than to the nature of sub- 
stance injected. 

In none of the experiments with subperiosteal injections was calcifica- 
tion of the new osteoid tissue demonstrable on roentgen examination. How- 
ever, such calcification was demonstrable when injections were made in cor- 
tical bone that had previously been damaged with a sharp instrument. This 
calcareous new bone deposit was as extensive with injections of normal sal- 
ine as with injections of marrow extract or plasma. It is evident that a le- 
sion of the cortex is necessary for true new bone formation. Calcification 
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was not produced by injections of suspensions of ground bone or of Rob- 
son’s calcium-phosphorus solution into osteoid tissue. 

In fractured bones injections of marrow extract and other tissue ex- 
tracts around the ends of the fractured bone did not intensify callus forma- 
tion. Covering the ends of the fractured bones with plasma coagulated by 
boiling also failed to intensify callus formation. 25 references. 4 figures. 

(These are interesting experiments with results conforming to a pat- 
tern one would anticipate. Calcification of this type is comparable to that 
which is seen following any injury to periosteum, the most typical example 
of which is in subperiosteal hematoma.—h. R. McC.) 


PENICILLIN IN THE TREATMENT OF CHRONIC OSTEOMYELI- 
TIS. 


Frederick M. Graham, Mark B. Coventry and Ralph K. Ghormley, 
Mayo Foundation and Mayo Clinic, Rochester, Minn. Proc. Staff Meet., 
Mayo Clin. 22:589-97, Dec. 24, 1947. 


In 68 cases of chronic osteomyelitis treated at the Mayo Clinic in 1944, 
1945 and the early part of 1946, all were treated surgically and given 
penicillin parenterally. In 27 cases the wound was packed upon or widely 
drained postoperatively and in 41 cases primary closure was employed. 
Penicillin, with or without sulfathiazole, was given for three to seven days 
preoperatively; other supportive measures, including blood transfusion, al- 
so were used during this period. At operation when primary closure was 
used, the infected bone was incised, saucerized or curettaged (in most cases) 
and irrigated with penicillin. Penicillin was also given postoperatively, 
or in some cases streptomycin was employed (depending upon the in- 
fecting microorganism). As the osteomyelitis region is relatively avascu- 
lar and pockets of purulent matter, dead and dying bone are present, anti- 
biotic agents cannot reach the infected area in sufficient concentration. For 
that reason, surgical excision of as much infected bone as possible is neces- 
sary; in some cases only a shell of bone is left to maintain continuity and 
permit regeneration. 

Thirty-six of 41 patients (88 per cent) treated by this method show 
complete healing; 4 (10 per cent) show definite improvement; only 1 failed 
to improve. Eighteen of the 27 patients (67 per cent) treated by packing 
or extensive drainage showed complete healing, 4 improvement and 5 no 
improvement. In cases of extensive and actively purulent lesions, the open 
method is indicated but, in selected cases, primary closure with antibiotic 
therapy has proved safe and curative. Three cases treated by primary clo- 
sure are reported. 5 references. 8 tables. 3 figures. 

(The term complete healing may be misconstrued. What this actually 
denotes is early or immediate healing. No chronic osteomyelitis is ever 
completely healed in the sense that permanent healing can be assured. Iso- 
lated islands of infection may remain to serve as a possible source of diffi- 
culty at any future date.—n. R. McC.) 
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References to Current Articles 


Principles of Surgical Treatment of Slipped Capital Femoral Epiphyses. 
Clinton L. Compere. Proc. Inst. Med. Chicago 16:466, Nov. 15, 1947. 

Homogenous Fetal Cartilage Grafts to Bone. An Experimental Study. Stu- 
art D. Gordon and Rupert F. Warren, Toronto, Ont., Canada. Ann. 
Surg. 127:90-97, January 1948. 

Replacement of Upper End of the Femur with Fibular Graft. Roy D. Me- 
Clure and Conrad R. Lam, Detroit, Mich. Am. J. Surg. 74:882-85, 
December 1947. 

Reticulum Cell Sarcoma of the eum. Edwin H. Carnes, New Orleans, La. 
Am. J. Surg. 74:491-93, October 1947. 

Bone Cyst. Regeneration of Bone Following Subperiosteal Resection. Her- 
bert C. Fett (Capt., M.C., U.S.N.R.), Frank X. Sansone (Lt. Comdr., 
M.C., U.S.N.R.) and George W. Westin (Lt. Comdr., M.C., U.S.N.). 
Am. J. Surg. 74:886-88, December 1947. 

Technic of High Subtrochanteric Osteotomy. E. Asbury, Cincinnati, O. 
Am. J. Surg. 74:886-88, December 1947. 

A Study of Bone Matrix. The Applications of its Replacement with Arti- 
ficial Substitutes. Stephen S. Hudack, Columbia University, New 
York, N. Y. Am. J. Surg. 74:579-85, November 1947. 

Chondromalacia Patella. Jacob Bronitsky, lowa City, Ia. J. Bone & Joint 
Surg. 29:931-45, October 1947. 


47. Joints 


ACROMIOCLAVICULAR DISLOCATION. END-RESULTS OF 
SCREW SUSPENSION TREATMENT. 


Boardman Marsh Bosworth, Bronxville, N. Y. Ann. Surg. 127:98-111, 
January 1948. 


This is a detailed study of the long term end results obtained in 17 
cases in which a suspension screw was used in the treatment of complete 
acromioclavicular dislocation. Eight of the patients represent the first con- 
secutive cases in which the operation was performed by the author. 

This operation was designed temporarily to maintain reduction of a 
complete acromioclavicular separation by the insertion of a single vitalli- 
um screw, under local anesthesia, through the outer portion of the clavicle 
into, and through, the underlying coracoid process of the scapula. The ob- 
ject is to’ provide internal support of the scapula in its relation to the clavi- 
cle until healing of the torn coracoclavicular ligaments takes place in ap- 
proximately eight weeks. Rigid fixation is not desired and is avoided. 

The Screw and Its Implantation:—A vitallium screw with a broad flat 
head and a wide flanged thread should be used. The hole in the clavicle 
is purposely made slightly larger than the shaft of the screw so as to allow 
some motion at the acromioclavicular joint. Complete reduction must be 
secured before the hole in the clavicle is drilled so as to assure proper di- 
rection of the screw. Roentgenograms are taken during operation to check 
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placement of the screw. The coracoid process should not be drilled but the 
screw must bite its way in and it must penetrate both cortices of that bone. 

Postoperative Care:—In each of the author’s cases the screw alone was 
depended upon for full support during the period of healing. However, a 
sling is an excellent psychologic adjunct for these patients feel so well after 
operation that they are very apt to overdo. The patient should be en- 
couraged to do arm swinging exercises and “crawling up the wall”. He 
should also be allowed to bathe, dress and feed himself, to shave and to 
brush and comb his hair, all from the day after operation. Any lifting or 
pulling must be absolutely prohibited by the surgeon for a period of eight 
weeks. The screw may be left in place indefinitely or it may be removed 
after eight weeks. 

Results:—Seven of the author’s cases were freshly incurred injuries 
but 1 of them became a three month old redislocation, with a frozen shoul- 
der, before final and successful repair. One other was first seen as a two 
month old injury, with frozen shoulder. The patients varied in age from 
23 to 74 years and, in physique, from paratroopers to elderly ladies. All 
were operated upon in the hospital, with full operating room facilities and 
assistance available. With the exception of the 2 cases of frozen shoulder, 
they spent only one night in the hospital. One patient went home the day 
of operation. 

In no case in which the newly designed flanged screw was in- 
serted through both cortices of the coracoid process did it pull out, even 
partially; nor did the original fine threaded screw pull out in 3 of the 4 
patients in whom it was used. In 2 cases the screw broke without pulling, 
with | failure in a man who refused reoperation, and 1 success, with per- 
manent reduction and full function. The screw was removed from 2 of the 
author’s patients at six and seven weeks with no recurrence of dislocation 
in either 1. No screw migrated to another part of the body. 

Six of the author’s patients have now been followed, with personal ex- 
amination, more than four years, 2 of them more than five years since oper- 
ation. Another was last seen at two years and three months and another 
at six months postoperatively. In 6 patients perfect reduction and function 
of the acromioclavicular joint have been preserved by the screw repair. One 
patient has perfect function and has been doing heavy work for three years 
although the screw pulled 14 inch. Another completely redislocated after the 
screw broke at four weeks and the patient has refused further treatment. 

Of 9 cases reported to the author by other surgeons, which are includ- 
ed in this paper, 8 obtained an excellent result. There was 1 failure, the 
screw pulling out at six or eight weeks, but roentgenograms and full de- 
tails in this case unfortunately could not be obtained from the surgeon who 
performed the operation. 10 references. 12 figures. 


Author’s abstract. 
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OBSERVATIONS ON THE MANAGEMENT OF SUPPURATIVE 
ARTHRITIS OF THE KNEE JOINT. 


Oscar P. Hampton, Jr., Washington University, St. Louis, Mo. Am. 
J. Surg. 74:631-45, November 1947. 


Based upon experiences in the Mediterranean Theater of Operations 
during World War II, this paper outlines the development of a method of 
management of suppurative arthritis of the knee joint superimposed 
on wounds based upon the concept that this condition results from the sep- 
tic decomposition of dead cartilage, bone and blood clot in the joint; and 
if this be eradicated and the joint closed, the sepsis and its hazard of am- 
putation will be eliminated and the maximum return of function for a giv- 
en injury or extent of septic destruction to the joint will be obtained. 

Every penetrating wound constitutes an impending suppurative arthri- 
tis which becomes established only after septic decomposition of tissues des- 
troyed by the agents of wounding or by the action of infecting bacteria with 
the formation of pus. The therapy of penetrating wounds of the knee joint 
was wide arthrotomy with excision of all devitalized bone and cartilage, 
foreign bodies, and blood clot, thorough irrigation, closure of the joint by 
suture of the synovial membrane, immobilization of the extremity and an- 
tibiotic therapy. This regimen reduced the incidence of established suppur- 
ative arthritis to a minimum and this complication appeared to develop only 
when foreign material and intra-articular devitalized tissue were not or 
could not be thoroughly excised or when soft tissue loss prevented closure 
of the joint. When joints were left open to provide drainage following the 
initial cleansing operation because of a prolonged time lag between wound- 
ing and surgery and the surgeon feared that suppurative arthritis was es- 
tablished low grade destruction of the joint seemed to follow. 

At the outset of the experience here reported, the accepted therapy for 
established suppurative arthritis was bilateral parapatellar drainage incis- 
ions, immobilization and chemotherapy. This regimen practically always 
served to control the septic process so that the danger of amputation was 
obviated (in contrast with the reported experience of the French, Germans 
and Russians); real surgical drainage was not achieved and often a linger- 
ing septic process resulted in total destruction of the joint and subsequent 
loss of function. 

Since it appeared that adequate intra-articular surgery and closure of 
the joint regardless of the time lag between wounding and surgery prevent- 
ed established suppurative arthritis, and that wide drainage incisions did 
not effectively drain the knee joint and served only as safety valves mean- 
while permitting continuing destruction of the joint, and in recognition that 
a closed joint offers some defense against infection, the following regimen 
for impending or established suppurative arthritis was applied regardless 
of the duration of the septic process. 

The joint cavity was widely exposed and all foreign bodies, devital- 
ized articular cartilage and blood clots were removed. In sepsis of several 
days’ duration, the menisci were often aviable, necessitating excision. Fol- 
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lowing thorough cleansing of old blood clot and exudate the synovial mem- 
brane was closed. In the presence of soft tissue loss, rotation of a flap of 
skin or a fascial graft aided in achieving a closed joint. Only when hope 
of future function of the joint was abandoned, was the joint left open. Pen- 
icillin solution was instilled into the joint cavity (supplementing systemic 
therapy) and the extremity was immobilized with a single hip spica or a 
Tobruk splint. 

Reaccumulation of fluid was aspirated through a window in the cast 
and penicillin was again instilled. Control of the sepsis was usually as- 
sured five to seven days later and the remaining soft part wound was su- 
tured. Approximately twelve to fourteen days after the arthrotomy, immo- 
bilization was discontinued in favor of mobilization in balanced suspen- 
sion. This regimen, when applicable, markedly reduced morbidity and pre- 
disposed to the maximum functional result. 

In those joints so destroyed at wounding or by the septic process that 
complete excision of devitalized tissue precluded subsequent function, re- 
section of the joint was employed as a further safeguard against sepsis. 
These resections were in effect only through excision of dead and devital- 
ized bone and cartilage which had been destroyed by the missile of wound- 
ing or by the infectious process. In twenty-five resections of knee joints for 
suppurative arthritis, the septic process was controlled and healed wounds 
were promptly obtained in the majority. 

It was concluded from this experience that the nidus of continuing sep- 
sis is the retained dead tissue within the joint (usually devitalized articular 
cartilage, blood clot, and coagulated exudate) and that the keystone of the 
elimination of the septic process is a complete surgical excision of those 
tissues. Thorough surgical drainage of the knee joint is not feasible and 
a septic process can persist in its presence. Such drainage incisions leave 
the joint open to secondary invaders and mitigate against anti-bacterial ac- 
tion of the synovial fluid. The indicated regimen of therapy for suppura- 
tive arthritis of the knee joint regardless of its duration is thorough intra- 
articular excision of dead tissue with closure of the synovial membrane, 
adequate immobilization and antibiotic therapy. There is a limited indi- 
cation for resection of totally destroyed septic knee joints as a means of 
eliminating the septic process and its hazards to life and limb. 26 refer- 
ences. 6 figures. 


Author’s abstract. 


INTERNAL DERANGEMENTS OF THE KNEE. 


Paul S. Lipscomb and Melvin S. Henderson, Mayo Clinic, Rochester, 
Minn. J. A. M. A. 135:827-30, Nov. 29, 1947. 


In a previous report, results of arthrotomy for internal derangements 
of the knee at the Mayo Clinic were reviewed to and including 1933. In 
this report the results of 321 arthrotomies on 318 patients who had 
derangements of the semilunar cartilages from 1934 through 1944 are re- 
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viewed. Combining the two series gives a total of 664 arthrotomies on 655 
patients with derangements of the semilunar cartilages. In the first series 
the ratio of tear of the medial cartilage to tear of the lateral cartilage was 
10:1; in the second series this ratio was reduced to 5:1; this is attributed 
to better diagnosis of lateral cartilage tears in the later series. 

The diagnosis of meniscal lesions is usually made best by a careful 
history which shows the triad of symptoms of locking, pain and swelling. 
It may be difficult in some cases to show that there is lack of complete ex- 
tension of the affected knee when examination is made with the patient ly- 
ing or sitting. A simple test is to have the patient stand toeing a fine straight 
line on the floor; the examiner taking a profile view can often determine 
that the involved knee does not extend as fully as the normal knee in this 
position. 

In the second series of cases (1934 to 1944 inclusive), the most fre- 
quent type of fracture of the semilunar cartilages was the so-called bucket 
handle type; there were 3 patients in this series with tears of the medial 
semilunar cartilages in both knees and 1 patient with tears of medial and 
lateral cartilages in the same knee. In 68 cases, no definite tear in the men- 
iscus was demonstrated but in many of these cases a fibrillated cartilage, 
loose cartilage, or other abnormality of the cartilage was found. In the 
two hundred and fifty-three instances in which definite tears of a cartilage 
were found, there was an associated injury to a ligament in 12 cases and 
injuries to the patella in 8 cases. 


A (six months plus) follow-up study was made of 282 patients 
in whom 285 arthrotomies were done. The function of the knees was nor- 
mal in 77.3 per cent, improved in 18.5 per cent but no improvement was 
noted in 6 per cent. In the 12 cases in which there was an associated injury 
to a ligament, only 6 obtained relief; and of the 8 cases in which there 
was an associated injury to the patella only 2 obtained relief. 


The results reported in the follow-up study of the first series of pa- 
tients was very much the same as in this second series. Of 320 patients 
followed in the first series, 77.2 per cent had complete relief, 14.4 per cent 
partial relief and 8.4 per cent no relief. 

In both these series of cases, it has been the practice to remove only 
the portion of the meniscus that was torn, especially in the case of bucket 
handle tears; as a rule the anterior incision was used. If a tear of the pos- 
terior third of the meniscus is suspected but cannot be visualized through 
the anterior incision, the entire meniscus should probably be removed, pref- 
erably by a posteromedial or posterolateral incision. The routine removal 
of the entire meniscus, however; is not employed. 27 references. 4 tables. 
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pital, New York, N. Y. Surg., Gynec. & Obst. 85:701-11, December 
1947. 

Synovectomy in Cases of Chondromalacia of the Patella. Carl Hirsch, Or- 
thopedic Clinic of the Karolinska Institutet, Stockholm, Sweden. Acta 
chir. Scandinav. 95:513-18, Fasc. 6, June 1947. 

The Relation of Discoid Meniscus to Cyst Formation and Joint Mechanics. 
J. Kulowski, St. Joseph, Mo. and H. W. Rickett, Tacoma, Wash. J. 
Bone & Joint Surg. 29:990-92, October 1947. 

Joint Mobilizing Operations on the Hip, Knee and Shoulder for Compli- 
cations Following Trauma. Paul H. Harmon, Oakland, Calif. Am. J. 
Surg. 74:598-613, November 1947. 

Conservative Treatment of Semilunar Cartilage Injuries of the Knee Joint. 
Evaluation of End Results over a Ten-Year Period. Nelson J. Howard. 
Stanford Medical School, San Francisco, Calif. Am. J. Surg. 74:646- 
53, November 1947. 

Arthrodesis of the Elbow. A Preliminary Report of a New Operation. Moses 
Gellman, Baltimore, Md. J. Bone & Joint Surg. 29:850-52, October 
1947. 


48. Tendons 
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Reparative Surgery of Severed Tendons and Nerves of the Hand. Hans 
May. Graduate School of Medicine, University of Pennsylvania, Phil- 
adelphia, Pa. S. Clin. North America 27:1474-85, December 1947. 
Repair of severed tendons and nerves of the hand is discussed with 
emphasis on the indications and contraindications for primary repair. 

Local Penicillin Treatment of Suppurative Infection in the Tendon Sheath. 
Erik Unonius, County Hospital of Lapland, Rovaniemi, Finland. Ac- 
ta chir. Scandinav. 95:532-40, Fase. 6, June 1947. 

The Transfer of Wrist Extensor Muscles to Restore or Reinforce Flexion 
Power of the Fingers and Opposition of the Thumb. George S. Phalen, 
Cleveland, O. and Richard C. Miller, Kansas City, Mo. J. Bone & 
Joint Surg. 29:993-97, October 1947. 

Transposition of the Anterior Tibial Tendon in the Treatment of Recurrent 
Congenital Club-Foot. George J. Garceau and K. R. Manning, Indi- 
anapolis, Ind. J. Bone & Joint Surg. 29:1044-48, October 1947. 

Repair of Major Tendon Ruptures by Buried Removable Suture. Harrison 
L. McLaughlin, Columbia University, New York, N. Y. Am. J. Surg. 
74:758-64, November 1947. 


49. Amputations 


See Contents for, Related Articles 
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50. ‘Traumatic Surgery 
RENAL FUNCTION STUDIES IN THE WOUNDED. 


Charles H. Burnett, Evans Memorial Hospital, Boston, Mass., Seymour 
L. Shapiro, New York, N. Y., Fiorindo A. Simeone, Henry K. Beecher, Tracy 
B. Mallory and Eugene R. Sullivan, Massachusetts General Hospital, Boston, 
Mass. Surgery 22:856-73, November 1947. 


Phenolsulfonphthalein excretory capacity, mannitol and sodium para- 
aminohippurate clearances, maximal tubular excretory capacity of sodium 
para-aminohippurate, and maximal tubular reabsorptive capacity of water 
were measured in a series of battle casualties soon after injury and in some 
again during the recovery phase. 

Phenolsulfonphthalein excretory capacity was measured in 57 patients 
within seventy-two hours after injury, but after resuscitation had been ef- 
fected and surgery completed. Excretory capacity was significantly dimin- 
ished in patients who had suffered initial shock, and normal in those with- 
out initial shock. In the patients in whom this measurement was repeated, 
excretory capacity rapidly returned towards normal during the first two 
weeks after injury if there was evidence of minimal renal failure, and less 
rapidly if there was evidence of more severe renal damage. 

Clearance methods were employed in 5 patients during the early post- 
traumatic period, but after resuscitation and surgery were completed. In 1] 
patient who suffered from severe initial shock, glomerular filtration rate 
and effective plasma flow were low, and filtration fraction and TmPAH 
were normal twenty hours after injury. These same measurements were nor- 
mal in the other 4 patients, none of whom had had appreciable shock. 

In 6 patients studied during definite posttraumatic renal insufficiency 
glomerular filtration rate and effective plasma flow were reduced markedly 
and in essentially proportionate degrees. In 3 of these followed through the 
recovery phase improvement of these functions was likewise proportional. 
TmPAH varied, but was very low in 3 patients with the most severe renal 
insufhiciency. 

A low CPAH/TmPAH ratio in most of the patients studied was con- 
sidered to provide evidence for relative renal ischemia, in addition to the 
generalized impairment of renal function evident from the clearance mea- 
surements. 

Ability to form a concentrated urine diminished following shock and 
rapidly improved over a period of three to seven days unless severe renal 
insufficiency occurred. In such patients concentrating ability was impaired 
for many days. In 2, urine specific gravity remained fixed and low even 
after filtration rate, effective plasma flow, and maximal tubular excretory 
capacity of sodium para-aminohippurate had returned to normal. This lag 
in recovery of concentrating capacity suggests greater relative damage to 
the lower nephron, the usual site of anatomic changes in such cases. 6 ref- 


ences. 4 tables. 8 figures. 
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POST-TRAUMATIC RENAL INSUFFICIENCY. 


Charles H. Burnett, Seymour L. Shapiro, Fiorindo A. Simeone, Henry 
K. Beecher, Tracy B. Mallory and Eugene R. Sullivan, Boston, Mass. Sur- 
gery 22:994-1036, December 1947. 


The clinical, physiologic and biochemical features of renal insufficien- 
cy developing in severely wounded battle casualties are described together 
with treatment. The patients were divided into a high azotemia group, an 
oliguria and an anuria group. The first group included all patients who 
had a nonprotein nitrogen level of 65 mg. per cent or more at some time 
during the period they were under observation. The second group com- 
prised patients having a urinary output of 100 to 600 cc. for at least twenty- 
four hours while the third group includes patients who excreted less than 
100 ce. of urine during at least one twenty-four hour period. There is con- 
siderable overlapping in these groups but most of the averages reported were 
taken from the first group. 


Statistics of these patients show that uremia is an important primary 
cause of death in all three groups. A severely wounded patient whose kid- 
neys had previously been normal usually developed signs of renal failure 
two or three days after injury, urinary suppression being the first clinical 
sign. In a group of 73 patients with high azotemia, 29 had oliguria and 
27 anuria. The mortality was 69 per cent in the high azotemia group, 47 
per cent in the oliguria group and 91 per cent in the anuria group. These 
patients were all strong young men whose wounds were not sufficiently se- 
vere to cause death and who withstood surgery well. Failure of renal func- 
tion developed a day or two postoperatively however, most cases dying of 
uremia within ten days. There was improvement within ten days in pa- 
tients who afterwards recovered. Evidence of returning renal function oc- 
casionally appeared in this time in cases who afterwards died. This em- 
phasizes the importance of not making therapeutic errors during this criti- 
cal first ten days, such as overloading the circulation with fluids. 


Nitrogen and phosphorus retention, acidosis, hypochloremia and 
increased plasma volume are the principal biologic and physiologic chan- 
ges following posttraumatic renal failure. A characteristic moderately se- 
vere and progressive acidosis develops but accompanied by an inability to 
make a highly acid urine, indicating that the acidosis possibly results from 
an impaired mechanism for making acid urine. Sodium is poorly excreted 
in cases with alkalosis from excessive alkali administration. The hy- 
pochloremia was showed to be largely caused by an inadequate salt intake. 
This however does not account for all variations in plasma chloride levels. 
Phosphates contribute toward the development of acidosis but do not en- 
tirely account for it. 


The total plasma volume was materially increased in 22 of 23 
patients with renal failure and 19 died. The amount of this increase was 
definitely related to the fluid intake and seemed to be largely a result of 
excessive administration of fluids, the kidneys being unable to excrete it. 
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Urinary concentration rapidly decreased and the specific gravity became 
fixed in all cases of severe renal failure. 

The treatment of severe posttraumatic renal failure is chiefly preven- 
tive by prompt and adequate shock treatment. Care must be exercised not 
to give too much fluid if renal failure develops because this makes the pa- 
tient worse by further augmenting an already increased extracellular fluid 
and plasma volume with resulting cardiac embarrassment. It is considered 
that the total daily fluid intake of a case of oliguria should not be more 
than 500 to 1,000 cc. This may be increased if the excretion of urine ex- 
ceeds | liter daily or if there is a considerable extrarenal water loss. Oral 
fluids are better than parenteral, the latter being given slowly if used. Par- 
enteral fluid should be chiefly 5 to 10 per cent glucose in distilled water. 
This may cause some salt deprivation but does not affect the outcome. The 
use of drugs or other procedures designed to increase kidney function or 
the flow of urine has been unsuccessful. Peritoneal lavage has possibilities 
but was not tried in these cases. The best treatment aims to help the kid- 
neys and the organism over the critical first ten days until natural recovery 
occurs. 6 references. 22 tables. 11 figures. 
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51. Burns 


THE REDISTRIBUTION OF BODY WATER AND THE FLUID 
THERAPY OF THE BURNED PATIENT. 


Oliver Cope and Francis D. Moore, Harvard Medical School, Boston, 
Mass. Ann. Surg. 126:1010-45, December 1947. 


A study of the extravascular extracellular space or interstitial space 
in burned patients shows that an expansion of the interstitial fluid in burned 
areas is the most important factor in the disturbed fluid balance. In exten- 
sively burned patients this exhausts the water and the protein of the plasma 
and dehydrates the rest of the body if not adequately treated. This increase 
in interstitial fluid volume is primarily the edematous distention in the area 
of the wound; and the amount of expansion is proportioned to the area 
burned, but not directly proportional in the more extensive burns, as the 
expansion of the interstitial space may have already reached its maximum 
if the burned area is 30 per cent of the body surface. 

A formula for fluid therapy based on anticipated interstitial space ex- 
pansion for burned patients during the first forty-eight hours, when the burn 
involves 30 per cent or more of the body surface has been worked out. The 
fluid to be replaced is considered to be lost in four ways: (1) wound ede- 
ma: (2) loss from wound surface; (3) loss in urine; (4) insensible water 
loss. To replace loss in wound edema, a volume equal to 10 per cent of the 
hody weight is given; and to replace external loss, according to area of 
wound surface, 1,000 ce. for burns of 25 to 33 per cent of* body surface, 
2,000 ce. for burns of 35 to 60 per cent, 3,000 cc. for more extensive burns. 
Two-thirds of these combined volumes are given as plasma and one-third 
as noncolloid isotonic electrolyte solution. This total amount is divided in- 
to four equal parts, two parts given in the first twelve hours, one part in 
the second twelve hours and one part in the second twenty-four hours. These 
time intervals are calculated from the time the burn was received. For loss 
in the urine, 1,500 ce. is given each twenty-four hours (3,000 cc. for the 
forty-eight hours period), one-half as an isotonic electrolyte intravenously, 
the other half as glucose in water intravenously, or palatable fluids 
by mouth. For insensible loss, 1,500 is given each twenty-four hours of 
the forty-eight hour periods, using the same fluids as for urinary loss. This 
formula of fluid therapy must be used under careful control by measure- 
ment of the hourly urine output. An hourly output of urine of 50 ec. or 
more indicates that the therapy is adequate; if the urine output rises above 
200 ce. per hour for six hours, it is an indication for a drastic cut in fluid 
administration. The renal function must be tested by a water tolerance test, 
if the urine output remains persistently low in spite of continuing fluid ther- 
apy. For some patients a surface area formula (75 ce. of plasma and 75 
ce. of noncolloidal isotonic electrolyte fluid for each 1 per cent of body 
surface burned), also guided by the renal output, may be employed for 
the first forty-eight hours. After the first forty-eight hours, the regimen of 
the second twenty-four hours is maintained until diuresis occurs, when the 
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fluid therapy is promptly curtailed. In some cases a controlled administra- 
tion of fluids by mouth is then possible. Illustrative cases are reported. 32 
references. 11] tables. 12 charts. 
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52. Shock 


PULMONARY EDEMA. EXPERIMENTAL OBSERVATIONS ON 
DOGS FOLLOWING PERIPHERAL BLOOD LOSS. 


Robert M. Eaton, Grand Rapids, Mich. bi Thoracic Surg. 16:668-94, 
December 1947. 


In experiments on dogs, a peripheral arterial blood loss of 25 per cent 
of blood volume caused a circulatory imbalance with a transitory increase 
in both pulmonary artery pressure and peripheral venous pressure and a 
low peripheral arterial pressure. The rise in pulmonary arterial tension 
preceded the rise in peripheral venous pressure. These findings indicate 
that there was a circulatory obstruction within the lung itself, aggravated 
by some failure of the left heart. 


Studies of moisture changes within the lungs after the same amount 
of blood loss showed that in the first twenty minutes following the hemor- 
rhage there is an increase in pulmonary moisture, followed by a decrease 
to below the normal level at forty-five minutes and a secondary increase 
to above normal at one and one-fourth hours, then a leveling off to normal 
levels in two to four hours. A study of hematocrit and plasma protein after 
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hemorrhage showed that during the first two hours the hematocrit reading is 
high, indicating hemoconcentration, but the plasma protein is reduced. 

In another series of experiments various fluids were given intrayenous- 
ly for a four hour period after hemorrhage. It was found that there was 
a greater increase in pulmonary moisture with this treatment than after un- 
treated hemorrhage. When physiologic sodium chloride was given intraven- 
ously the increase in pulmonary moisture was apparently twice that with 
the administration of whole blood or plasma; the increase in pulmonary 
moisture was slightly less with whole blood than with plasma. When physi- 
ologic sodium chloride was given, there was a marked fall in plasma pro- 
tein, which did not occur with plasma or whole blood given intravenously. 
Studies of the pulmonary and systemic (cervical) lymph flow after bleed- 
ing from a peripheral artery show that there was a definite increase in 
both the pulmonary and systemic lymph flow within forty-five minutes to 
an hour, followed by a gradual return to normal; and that during the per- 
iod of increased lymph flow there was a decrease in the specific gravity and 
protein content of the lymph. The administration of physiologic sodium 
chloride intravenously after bleeding caused a more marked increase in the 
cervical lymph flow than hemorrhage alone (five to eight times the normal 
value) and a definite decrease in the specific gravity and protein content 
of the lymph. The intravenous administration of whole blood or plasma 
after bleeding did not cause a greater flow of cervical lymph than hemor- 
rhage along, and the decrease in specific gravity and protein content of the 
lymph was smaller. 

A study of the histologic changes in the lungs of dogs after bleeding 
showed alveolar and tissue edema to be a constant finding. While the ex- 
perimental studies in living animals indicated that there was a gradual 
decrease in pulmonary moisture toward normal at four hours, the histo- 
logic findings indicate that in some animals this may be only a temporary 
adjustment, as pulmonary edema was seen in some lungs studied histologi- 
cally as late as five days after blood loss, although the animals had been 
normally active and had fed normally in the interval. 

These experiments show that blood loss from a peripheral artery, such 
as may occur in surgical operations or traumatic injuries, causes definite 
circulatory and pulmonary changes, that are of importance in the consider- 
ation of postoperative care fluid therapy. 

The conclusion is that intravenous physiologic sodium chloride is not 
indicated in the treatment of hemorrhagic shock. Plasma and whole blood, 
with careful control of amount given and rate of administration, are neces- 
sary in the treatment. Any additional fluid requirement should be given by 
hypodermoclysis rather than intravenously in cases in which a large amount 
of blood has been lost and there is danger of increasing venous pressure 
and pulmonary edema and diluting plasma proteins. The fluid accumula- 
tion in pulmonary edema is of high protein content and may be an ideal 
culture medium for organisms from the nose and throat, increasing the 


danger of postoperative pneumonia. 7 references. 5 tables. 8 figures. 8 
graphs, 
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53. Transfusions 
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55. Military Surgery 
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(Major, M.C., A.U.S.). Am. J. Surg. 74:449-54, October 1947. 

Science and Humanism in Surgery. Edward D. Churchill, Boston, Mass. 
Ann. Surg. 126:381-96, October 1947. 

The Use of Television in Surgical Operations. I. R. Trimble and F. M. 
Reese, Johns Hopkins University, Baltimore, Md. Bull. Johns Hopkins 
Hosp. 81:186-91, September 1947. 

Future Surgeons. Frank Glenn, Ithaca, N. Y. Surg., Gynec. & Obst. 85: 
800-801, December 1947. 

President’s Address. R. G. Poate, President of the Royal Australian Col- 
lege of Surgeons. Australian & New Zealand J. Surg. 17:112-14, Octo- 
ber 1947. Reviews the year’s activity with special reference to training 
for a Fellowship in the College and postgraduate courses in surgery. 

Surgical Management of Diabetes. Gerald H. Pratt, New York Post-Grad- 
uate Medical School and Hospital, New York, N. Y. Bull. New York 
Acad. Med. 24:111-25, February 1948. 

Preparation for a Medical Career. Presidential Address. Casper F. Heg- 
ner, Denver, Colo. Arch. Surg. 55:387-93, October 1947. A general 
discussion of the essentials in the preparation for a medical career, 
with special reference to surgery; a basic training in general medicine 
is essential for the practice of any specialty. 

Deontology. of the Surgical Profession (K voprosu o khirurgicheskoi deon- 
tologii). M. M. Bass, Kiev, U.S.S.R. Khirurgiva No. 7, 58-63, 1947. 
Formal instruction is unnecessary, but professional ethics and cor- 
rect attitudes must be imparted to the:student throughout his studies. 

The Russian Surgical Literature. An Outline of History. Chapter II. Fun- 
damentals of Field Surgery as Introduced by N. I. Pirogov (Ocherki 
istorti russkoi khirurgicheskoi literatury. Glava II. Nachala voenno- 
polevoi hirurgii N. I. Pirogova). A. M. Zabludovskii. Khirurgiya No 
7, 3-9, 1947. An evaluation of Pirogov’s outstanding contributions to 
surgery. 

Training of Surgeons (O podgotovke khirurgicheskikh kadrov). M. A. 
Klykov, The Tomsk Prothese-Orthopedic Plant, U.S.S.R.  Khirurgi- 
ya No 7, 44-46, 1947. Discussion of prothetics. Recommended: train- 
ing at the institutes for advanced medical studies, as well as at the 
prothetic manufacturing concerns; permanent connection with the lat- 
ter; periodic conferences of surgeons. 
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58. Books 


CANCER DIAGNOSIS, TREATMENT, AND PROGNOSIS. 


Lawrence V. A. Eckerman and Juan Adel Regato. The C. V. Mosby 
Company, St. Louis, Mo. 1947, $20.00. 


This is a valuable textbook for the student, general practitioner and 
specialist. 

The student can obtain from it much that should have been obtained 
in this concentrated form at medical school, or in hospital service, before 
practice. The general practitioner who has not been able to follow accur- 
ately the mass of medical literature, appearing and changing, about neo- 
plasms of all types, can find in this volume a guide to the diagnosis, evolu- 
tion of and treatment for malignant diseases in any part of the body. 

The specialist in any field will find in here a well planned discussion 
of cancer in his own department. Also, without much effort he may become 
familiar with the diagnoses and the therapeutic problems that arise in other 
fields. 

The book is well illustrated with photographs, photomicrographs and 
instructive schematic diagrams. 

This reviewer believes that such a common disease as chronic cystic 
mastitis, should have received more attention for the distinct purpose of 
aiding the general practitioner when asked about the painful or lumpy 
breast. Also, that some pictures showing good results from surgery of can- 
cer of the lip should have been used. Results from radiation therapy to 
the lip are showed but none from surgery. 

Chapters IV and V are the most valuable. The fourth chapter about 
surgery for cancer serves as a good lecture of caution for the man who un- 
dertakes to do cancer surgery. The quotation by Semken appearing at the 
beginning of the chapter is especially appropriate. Chapter V serves well 
in recounting the problems the radiologist must surmount and the respon- 
sibilities which he assumes. 


It is a good book. 


D.V. Trueblood. 


PATHOLOGIC PHYSIOLOGY OF THYROHYPOPHYSEAL RELA- 
TIONSHIPS. CLINICAL, THERAPEUTIC, AND EXPERIMENTAL 
STUDIES (Essai de Physiopathologie Thyro-Hypophysaire: Etudes clin- 
iques, thérapeutiques et expérimentales). 


Jacques Mahaux, Brussels, Belgium (introduction by Professor E. J. 
Bigwood). Paper bound. 263 pp. 29 illus. Liége, Editions Desoer, 21 rue 
Sainte-Véronique, 1947. 


This book is an excellent monograph on this important subject and 
should be of interest to all endocrinologists and to surgeons interested in 
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treatment of thyroid disease. The literature referred to is up to date and 
includes American references as well as those from European clinics. For 
example, the recent work of Dobyns on exophthalmos in experimental ani- 
mals is cited. The charts are good and there are good line drawings. 
There is an excellent discussion of thyroid crises and their glandular 
origin. There is a considerable amount of clinical data along with an ac- 
count of experimental studies. All in all this is an excellent monograph 
of the combined clinical and research type and should be consulted by those 
who wish to go beneath the surface in understanding the subjects discussed. 


BRITISH SURGICAL PRACTICE, VOLUMES I & II. 


Sir Ernest Rock Carling, Consulting Surgeon, Westminster Hospital 
and J. Paterson Ross, Professor of Surgery, University of London, Eng- 
land. The C. V. Mosby Company, St. Louis, Mo. 1948. 


The publication of this book in Great Britain is one of the most impor- 
tant events in that country in recent surgical literature. The last big book of 
its kind published there was Maingot’s Postgraduate Surgery which is now 
10 years old. The present system will be eight volumes long. The editor- 
ship under Sir Ernest Rock Carling and Professor Paterson Ross indicates 
that prominent leaders in the surgical profession in Great Britain are behind 
this venture. 

This work is particularly intended as a guide for surgeons who have 
no easy access to libraries. In other words it is for the general surgeon 
in the smaller community. Operative technic is described in detail and the 
book can be used as a complete reference text. The descriptions in many 
instances are so up to date that they will be of interest to those in the largest 
hospitals and to specialists in certain of the individual fields. 

The plan of the book is to list the different surgical subjects alphabet- 
ically, beginning in volume 1 with abdominal emergencies and going to 
autonomic nervous system and continuing this alphabetical arrangement to 
the end of volume 8. Thus reference will be easy. The average chapter, 
or section as it may be called, ranges from 3 to 40 or more pages in length. 

In volume 1 some of the outstanding chapters include the autonomic 
nervous system pertaining to the arteries by Professor Telford. Other prom- 
inent authors are the late A. Tudor Edwards on adhesions in pulmonary 
tuberculosis; V. Zachary Cope on actinomycosis; Sir Hugh Devine on ab- 
dominal wall; John Morley on abdominal emergencies. 

In volume 2 the subjects considered are backache to bursae and chap- 
ters of note include those by Harry Platt on bones--new growths; G. F. Row- 
botham on brain--congenital defects; David Band on bladder--infections. 
The pressure dressings method of burn treatment received adequate recog- 
nition in the chapter on burns and scalds by A. B. Wallace. The illustra- 
tions and tables are excellent and the color reproductions are of high qual- 
ity. The printing in this book indicates an excellent effort in the face of 


unquestioned paper and printing shortages in Great Britain at the present 
time. 
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Like all bound volume systems, this compendium presents the objec- 
tion that it will eventually get out of date and except for a new edition 
cannot be brought up to date even by the publication of an annual supple- 
ment which is planned for this set. 

The present volumes indicate that the complete work will be one of 
great interest and will undoubtedly enjoy a wide sale. Final opinion must 
be reserved until the other volumes have been printed but the present indi- 
cations are that this will be an excellent system of surgery of the type that 
it purports to be. 


HERNIA. 


Leigh F. Watson, Los Angeles, Calif. ed. 3. me. V. Mosby Company, 
St. Louis, 1948, $13.50. 


This edition appears ten years after the second edition and is larger 
and better in every respect. The current edition is 732 pages; the second 
was 591 pages. This edition has 323 illustrations, 60 of which are new; 
the previous edition had only 281] illustrations. The illustrations in the cur- 
rent edition are of a very high caliber and many of them are by Shepard, 
while the newer illustrations are by Helen Lorraine and Ralph Sweet who 
are certainly some of the best medical artists in the country and their work 
for this book is up to their usual standards. There are separate author and 
subject indexes. There is good printing and reproduction and there is an 
up-to-date bibliography at the end of each chapter. 

There is new material in this book on complications of hernia and on 
certain types of hernia, especially recurrent inguinal hernia and industrial 
hernia. One of the chief features of the book is that the Cooper’s ligament 
technic is adequately described and well illustrated and receives recogni- 
tion. The work of Harrington and his group at the Mayo Clinic on dia- 
phragmatic hernia also is well portrayed and from both of these stand- 
points, Watson’s book serves as an excellent reference text. 

Some of the general problems in the care of hernia, especially early 
ambulation, prevention of embolism and thrombosis, preoperative and post- 
operative treatment etc., are adequately considered here. In addition the 
advantages of nonabsorbable sutures are stressed. 

The chapter on the truss treatment of hernia is 7 pages and gives this 
treatment adequate recognition in its true prospective. On the other hand 
there are five chapters on the injection treatment, including one gen- 
eral chapter, one on inguinal hernia, and one each on femoral, umbilical 
and epigastric hernia, totalling 69 pages. In the previous second edition 
there were eight chapters on the injection treatment but the same number 
of pages. While the relative space given to the injection treatment of hern- 
ia is less in this edition, it would seem to this reviewer that it still received 
more recognition than it deserves. However, the A.M.A. report condemn- 
ing the injection treatment is listed and furthermore, if one ever would 
want to use the injection method which this reviewer would not want so to 
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do, the directions given in this book are quite thorough and complete, and 
certainly Dr. Watson has had a great experience with the method. 

This book is a monograph on one of the most important of all surgical 
subjects. It is the most thorough and up-to-date book on the subject and 
should be consulted by all who do hernial surgery. 


SURGICAL TREATMENT FOR ABNORMALITIES OF THE HEART 
AND GREAT VESSELS. 


Robert E. Gross and William E. Ladd, Professor of Child Surgery, 
Harvard University Medical School, Cambridge, Mass. Charles C Thomas, 
Springfield, Ill. 1947. $2.00. 


This small monograph of 72 pages with 36 excellent illustrations rep- 
resents the publication of the Beaumont Lecture delivered before the 
Wayne County Medical Society in 1946. The Beaumont Lecture is one of 
the outstanding lectureships in the country and some of the previously pub- 
lished monographs from this lecture are outstanding in surgical literature. 
The present volume is up to the previous high standard and portrays very 
well the developments in the treatment of congenital cardiac abnormalities 
during the past few years. The discussion of patent ductus arteriosus and 
coarctation of the aorta receives thorough treatment as well as some of the 
rarer abnormalities such as double aortic arch etc. In this discussion Dr. 
Gross gives credit to Dr. Crafoord of Sweden for doing the first successful 
operation for coarctation of the aorta in the human being. The discussion 
of tetralogy of Fallot gives credit where credit is due but is quite short and 
is not as extensive as are the other sections in the book. For those who want 
to keep up with the latest advances in surgery, this book is to be recommend- 


A TEXT-BOOK OF PATHOLOGY. AN INTRODUCTION TO MED.- 
CINE. 


William Boyd, Professor of Pathology and Bacteriology, University 
of Toronto, Toronto, Ont., Canada, Lea & Febiger, Philadelphia, 1947. 


This book is one of the standard textbooks of pathology. The need 
for a fifth edition demonstrates the popularity of this text. It has 1,049 
pages and 500 illustrations. These illustrations, unlike some textbooks of 
pathology, show both gross and microscopic material in a fair proportion. 
In the section on bones and joints, no roentgen pictures are correlated with 
the microscopic or gross specimens and it is hoped that in future editions 
of this, as well as other textbooks of pathology, such correlation will be 
emphasized. There are thirty excellent colored plates. They not only are 
either drawn or photographed very well but every one is wisely chosen to 
demonstrate an important practical point. 

The title of this book indicates that it is an introduction to medicine. 
This claim is not an extravagant one and it would be in order for all prac- 
titioners to consult a general pathology such as this at frequent intervals. 
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The entire province of pathology is covered as in other books, including 
both general and special pathology. In this particular book, the descrip- 
tions are not only accurate but are lucid and certainly Dr. Boyd is a facile 
writer. All accounts are accurate and a thorough coverage of the most im- 
portant literature is included. This book can be recommended as a funda- 
mental book which can be used for reference and for increasing the basic 
knowledge of clinicians. 

Dr. Boyd is known to most of the readers of this journal for his 
Surgical Pathology. His interest in clinical problems carries over to this 
general textbook and here also the approach considers the patient as well 
as the specimen. 

New material is included on many subjects and other topics are con- 
sidered for the first time in this edition. This book is to be recommended 
as an authoratative textbook of pathology and a real introduction to medi- 
cine and surgery. 


SHOCK. 


J. A. Presno Albarran, Instructor, Clinical Therapeutic Surgery, Ha- 
vana, Cuba. Compania Editora de Libros y Folletos, Havana, 1947. 


This monograph is a good review of the literature on the subject of 
shock, particularly as regards the American and British literature up to and 
including the time at the close of the war. It is written in Spanish and has 
no English summary. The literature coverage is quite complete and it would 
appear to be a worthwhile summary of the subject for the benefit of Span- 
ish speaking readers. The one drawback is that many of the proper names 
are misspelled. This book would be of interest mainly to those studying 
the subject of shock. It is a literature review rather than presentation of 
original material. 


MEDICAL CENTER SEVENTY-NINTH ANNUAL REPORT OF 
THE PRESBYTERIAN HOSPITAL, INCLUDING BABIES HOSPI- 
TAL, NEUROLOGICAL INSTITUTE, NEW YORK ORTHOPAEDIC 
HOSPITAL, SLOANE HOSPITAL AND VANDERBILT CLINIC. 1947, 


This report is not only a thorough one but should be of interest to all 
in that it considers data concerning one of the largest private hospital and 
medical school units in the world. It contains many interesting facts and 
the total operating expenses for 1945 were over nine and one-half million 
dollars. 


HISTORY OF MEDICINE. 


Cecilia C. Mettler, Late Assistant Professor of Medical History, Uni- 
versity of Georgia, School of Medicine, Athens, Ga. The Blakiston Com- 
pany, Philadelphia, 1947, $8.50. 


This book is a distinct innovation in the field of medical history. It 
is a large volume of 1,215 pages with double columns that is attractively 
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bound and thoroughly documented. It is written for medical students, prac- 
titioners, laymen and for students of the history of medicine. The author- 
ess, Dr. Cecilia C. Mettler, died late in 1943 just after completing the man- 
uscript which took her nine years to prepare. 

The chief point of difference between this and other histories of medi- 
cine is that the presentation is arranged according to specialties and the 
specialty discussions are listed in the approximate order that medical stud- 
ents will come in contact with them during their medical school careers. 
Thus the first chapter is on anatomy and physiology to the end of the Mid- 
dle Ages; then there is a chapter on anatomy in the modern period and one 
on physiology in the modern period. Following this, there is a chapter on 
pharmacology and the fifth chapter is on pathology and bacteriology. The 
sixth is on physical diagnosis and then follow sections on medicine, neu- 
rology and psychiatry, venereology, dermatology, pediatrics, surgery, ob- 
stetrics and gynecology, ophthalmology and finally the fifteenth chapter on 
otology and rhinolaryngology. Each of these chapters has two types of bib- 
liography: one is a list of references at the bottom of the pages referring 
to matter considered in the text; in the chapter on pediatrics there are 459 
such references. Following the end of each chapter there is a list of books 
and articles of suggested selected reading. In the pediatrics chapter this 
list of selected reading occupies 3 pages and includes both books and maga- 
zine articles under separate headings. The chapter on surgery is 138 pages 
with 529 references and almost 5 pages listing the selected reading. Thus 
a specialist in any subject can consult his particular section of the book if 
he wishes to limit his reading to this aspect of medical history. In it he 
will find a very thorough and documented account. 

The general makeup of the book includes a thorough discussion of 
the main characters in medical history. The names of the chief men are in 
heavy type for easy reading. There are few illustrations but those that are 
present are excellent and are reproductions from steel engravings. At the 
end of the book there are thorough subject and name indexes. These two 
indexes alone total 110 pages. On the inside of the covers of the book there 
is an interesting map showing the sources and transition routes of medical 
tradition with arrows and lines showing how medical knowledge went from 
one part of Europe to another. For example, one can trace from Mont- 
pellier to Paris to Milan to Leyden to Vienna the course of recent develop- 
ment of the last few centuries. In general, little attention is paid to medical 
history of the present century. With the biographic material, there is suffi- 
cient detail regarding the chief contributors to medical history to give some 
notion of their personalities. The book is not a mere catalogue of names 
and facts. 

This book is a monumental piece of work and should be consulted by 
every physician interested in the broader aspects of medicine. Many of 
those who consult this book will want to purchase it. 
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HANDBOOK ON FRACTURES. 


Duncan Eve, Jr., Associate Professor of Surgery, Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn. (in Collaboration with Trimble 
Sharber, Attending Surgeon, St. Thomas Hospital, Nashville, Tenn.). The 
C. V. Mosby Company, St. Louis, 1947, $5.00. 


This book is what it says it is; namely a handbook on fractures. It 
is a short compendium, easy to handle, of 263 pages with 129 figures. The 
figures are excellent and the choice of material to be illustrated is good. 
The book was prepared by the author for students, practitioners and sur- 
geons in general. 

Throughout there is emphasis on practical points and simple methods. 
Some of the newer types of apparatus with external fixation methods re- 
ceive little attention but the time-honored technics for reduction and main- 
tenance of fractures in position receive proper emphasis. It is quite ob- 
vious that Dr. Eve has had an enormous experience with fracture cases and 
this book reflects this experience. It is well written and is interesting as 
well as informative. 

For those who wish a short reference manual concerning fundamental 
principles of fracture treatment as well as directions as to the care of all 
of the common fractures, this book is to be recommended. 


SURGICAL DISORDERS OF THE CHEST. DIAGNOSIS AND 
TREATMENT. 


J. K. Donaldson, Associate Professor of Surgery and in Charge of 
Thoracic Surgery, University of Arkansas School of Medicine, Fayetteville, 
Ark. Lea & Febiger, Philadelphia, 1947. 


This book is the second edition of Dr. Donaldson’s manual on disor- 
ders of the chest. It is thoroughly revised and there are many additions 
and new material that were not present in the first edition. There is an 
adequate and up-to-date bibliography and 145 good illustrations, many of 
them of distinct practical value, in the book which is a small and easily 
handled volume of 485 pages. 

Much of the new work present in this edition is the result of recent 
advances in chest surgery. The work of Blalock and of Potts on congenital 
disorders of the heart, as well as the work cited in the previous edition of 
Gross, receives attention here. Traumatic hemothorax and its treatment by 
decortication receive attention and a color plate shows the technic of remov- 
ing the pseudomembrane following an organized hemothorax. The work 
of Harken on the removal of foreign bodies from the heart, which was de- 
veloped during World War II is described. 

It would seem to this reviewer that this is the best up-to-date book on 
the surgery of the chest. It is indeed surprising that with the many advances 
in chest surgery during the past twenty years so few books on this subject 
have appeared. It is quite probable that the reason for this is that the ad- 
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vances are so new that the men who are actually making them are too busy 
working out new technics to have time to write them up in the form of a 
textbook. Dr. Donaldson has wisely stepped in and written a book which 
summarizes these new developments as well as previous knowledge concern- 


ing chest surgery. This book can be recommended to all of the readers of 
this journal. 


(From now on, issues of the Quarterly Review of Surgery will carry 
a list of the new books and pamphlets of interest to surgeons. Publishers and 
readers are asked to contribute titles which otherwise might be missed.) 


1. ANESTHESIA AND ANALGESIA 


Modern Anaesthetic Practice. Sir Humphry Davy Rolleston, 2d ed. 
London. Eyre and Spottiswoode. 1946. 150 p. illus. 

L’Anesthésie Moderne en Chirurgie. Jacques Meyer May. Paris, 
Maloine. 1946. 277 p. illus. 

El Dolor En Cirugia. Alfonso de la Fuente Chaos. Madrid. Edi- 
ciones E. E. 1946. 250 p. illus. 

Manuel D’Anesthésie. Nadia Du Bouchet. Paris. Flammarion. 1946. 
249 p. illus. 

Veterinary Anaesthesia. John G. Wright. 2d ed. Chicago. Eger. 1946. 
218 p. illus. 

Blind Intubation and the Signs of Anaesthesia. John Urban Human. 
3d ed. London, H. K. Lewis, 1947. 230 p. illus. 

Anaesthetic Methods. Geoffrey Alfred Kaye. Melbourne, Ramsay, 
1946. 706 p. illus. 

La Pratique de La Rachi-Anesthésie A La Clinique Gynécologique 
Depuis 1921. Jean Auguste Bousson. Strasbourg, Goeller, 1939. 48 p. 
illus. 

Paravertebral Block in Diagnosis, Prognosis, and Therapy; Minor 
Sympathetic Surgery. Felix Mandl. New York, Grune & Stratton, 1947. 
330 p. illus. 

Ancient Anodynes; Primitive Anaesthesia and Allied Conditions. Edgar 
Severn Ellis. London, W. Heinemann Ltd., 1946. 187 p. 

A Short Handbook of Practical Anaesthetics. Hoel Parry-Price. Bris- 
tol, England. J. Wright, 1946. 127 p. illus. 

Die Hochdrucklokalanasthesie, Von Professor Dr. Martin Kirschner. 
Martin Kirschner. Berlin, Springer, 1944. 62 p. illus. 


2. PREOPERATIVE AND POSTOPERATIVE THERAPY 


Le Chirurgien en Présence de L’Etat Diabétique. Jacques Edouard 
Bréhant. Paris, Masson, 1946. 543 p. illus. 

Manual of House Staff Procedures of the Mount Sinai Hospital, New 
York. Mount Sinai Hospital, New York. 1946. 212 p. illus. 

Manual of Oxygen Therapy Techniques, Including Carbon Dioxide, 
Helium and Water Vapor. Albert Henry Andrews. Chicago, Year Book 
Pub., 1947. 197 p. illus. 
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Parenteral Alimentation in Surgery, with Special Reference to Proteins 
and Amino Acids. Robert Elman. New York, Hoeber, 1947. 284 p. illus. 

Preoperative and Postoperative Care. William Joseph Tourish. Phila- 
delphia, Davis, 1947. 338 p. illus. 

Tratamiento Pre Y Postoperatorio, Francisco Doménech-Alsina. Bar- 
celona, Salvat, 1945. 519 p. illus. 

Valoracién Pre-Operatoria De La Resistencia Individual. Ratl Mon- 
talvo Escamilla. Mérida, Yucatan, México, 1943. 47 p. 


3. SURGICAL TECHNIC 


Pye’s Surgical Handicraft; A Manual of Surgical Manipulations, Minor 
Surgery, and Other Matters Connected with the Work of Surgical Dressers, 
House Surgeons and Practitioners. Walter Pye. 15th ed., fully rev. . . 
Baltimore, Williams & Wilkins, 1947. 668 p. illus. 

Enfermagem E Terapéutica Cirtirgicas. Luiz de Vasconcellos Arruda. 
Lisboa, Oliveria, 1946. 463 p. illus. 

Kortfattet Forbindingslaere, Udgivet Af Den Kgbenhavnski Dameaf- 
deling Under Dansk Réde Kors. Holger Jensen Rud. Kgbenhavn, Gylden- 
dal, 1942. 65 p. illus. 

A Manual of Operative Surgery. Sir Frederick Treves. New ed., rev. 
Philadelphia, Lea, 1903. 2 v. illus. 

El Diagnéstico Por La Puncién Esternal. Jeronimo Forteza Bover. 1. 
ed. Madrid, Morata, 1946. 317 p. illus. 

The Ethicon Book of Sutures, for Operating Room Nurses and Others 
Interested in the History, Use, and Manufacture of Suture Materials. Miriam 
Zeller Gross. New Brunswick, N. J., Ethicon Suture Laboratories, 1946. 
172 p. illus. 

Drainage Und Tamponade. Hans Joachim Lauber. Stuttgart, F. Enke, 
1947. 48 p. 

Operative Procedure. Johnson and Johnson, Inc. Ethicon Suture 
Laboratories. 9th ed., 3d revision. New Brunswick, N. J., 1947. 128 p. illus. 

Chirurgische Operationslehre. Hrsg. von August Bier: Heinrich Braun 

und Hermann Kiimmell. 2. verm. Aufl. Leipzig, Barth, 1917. 5 v. illus. 


4. SURGICAL INFECTION 


Chirurgie Der Infektionen Mit Weitgehender Beriicksichtigung der 
Behandlung. Rudolf Demel. Wien, Maudrich, 1947. 659 p. illus. 

La Spéléotomie. Georges Le Carboulec. Paris, Doin, 1945. 186 p. 
illus. 

Contribution A L’Etude Des Onychomycoses. J. B. E. Bouteille. 
Limoges, Bontemps. 1942. 70 p. illus. 

Zur Chemotherapie Mit Neo-Uliron Und Uliron. Interessengemein- 
schaft Farbeinindustrie Aktiengesellschaft. 1. Aufl. Leverkusen a. Rh. 194-?. 
123 p. illus. 

The Clinical Use of Streptomycin. Merck and Company, Inc. Rahway, 
N. J. 1947, 22 p. illus. 

Enfermedades Quirtirgicas Infecciosas. Ernesto Tricomi. Madrid, 


1891. 544 p. illus. 
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5. TUMORS 


Nevos Pigmentados, Técnica De Extirpacién Con Corriente De Alta 
Frecuencia (Electrocirugia Menor). James Cateula. Buenos Aires, “El 
Ateneo,” 1946. 54 p. illus. 

El Problema Del Cancer; El Pantomagnesio Y Su Relacién Con Las 
Fuerzas Electroquimicas De Nuestro Cuerpo. Eduardo Pochet Larcoste. 
San José de Costa Rica, Impr. Nacional, 1945. 48 p. 

La Biochimica Dei Tumori, Uno Sguardo Ai Pit Moderni Aspetti Del 
Problema Del Cancro. Hans Karl August Simon von Euler- Chelpin. Torino, 
Einaudi, 1945. 407 p. illus. 

“Cancer,” Induccién A Su Diagnéstico. Juan Esteban Pessano. Buenos 
Aires, 1947. 462 p. illus. 

I] Cancro; Isituzioni Di Patolgia Generale Dei Tumori. Pietro Rondoni. 
Milano, Casa editrice ambrosiana, 1946. 860 p. illus. 

Experiments on the Presence of Carcinogenic Substances in Human 
Surroundings. Theodore van Schelven. Amsterdam, Kosmos, 1946. 16 p. 

Experimental Studies on the Susceptibility of Certain Mouse Tumours 
to Lowered Temperature in Vivo Compared With the Susceptibility of 
Normal Mouse Tissue. Helge Eltorm. Copenhagen, Munksgaard, 1946. 
149 p. illus. 

La Progression Due Cancer. André Chouraqui. Alger, 1939. 64 p. 

Elementos De Biologia Del Cancer. José Maria Gomez Maroto. Madrid, 
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February 1948 


1. Page 114—Initials folowing editorial comment should read J.M.W. 
2. Page 124—Line 3, “... 1:100 aqueous solution of cepryn chloride. . .” 
3. Page 131—Author’s name should be spelled “Dunphy, J. E.” 
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ABDOMEN 
—acute appendicitis, analysis of eight hundred 
and seventy-eight cases at St. Luke’s Hos- 
pital, Chicago, 293 
—carcinoma of the gall bladder, report of 
seventy-five cases, 302 
—carcinoma of the rectum, 297 
—cholecystitis and cholelithiasis, 303 
—experiences in the surgical treatment of 
multiple visceral neoplasms, 277 
—hernial repair using Cooper’s ligament, fol- 
low-up studies on three hundred and sixty- 
seven operations, 281 
—pancreatic calculi, 305 
—principles governing total gastrectomy, re- 
port of forty-one cases, 286 
—resection and primary anastomosis in the 
treatment of gangrenous or non-reducible 
intussusceptions in children, safe, simple, 
one-layer silk anastomosis, 300 
—subtotal gastrectomy for gastric ulcer, study 
of end results, 284 
—surgery of the pancreas, 307 
—treatment of pancreatic pain by splanchnic 
nerve section, 306 
ACCIDENTS 
—injuries to the hip joint, traumatic disloca- 
tions incurred chiefly in jeep accidents in 
World War II, 327 ; 
ACROMIOCLAVICULAR JOINT—See Shoulder. 
ADENOMA—See Pituitary Body. 
ADHESIONS 
—further observations on the dissection of vis- 
ceral pleural synechias, as a method of 
eliminating pleural cavities in chronic gun- 
shot pleural empyemas, 264 
ALLERGY 
—nutritive abdominal allergy as seen by the 
surgeon, 279 
ANASTOMOSIS—See under names of organs. 
ANATOMY 
—applied anatomy of the femoral vein and its 
tributaries, 323 


ANESTHESIA 
—anesthetic mortality in intrathoracic surgery, 
259 
—low spinal cord injuries following anesthesia, 
223 


—procaine block of the sympathetic nerves in 
the study of intractable pain and circula- 
tory disorders, 247 

—treatment of pancreatic pain by splanchnic 
nerve section, 306 

—treatment of postoperative swelling of the 
arm following mastectomy, preliminary re- 


—pulmonary edema, experimental observations 
on dogs following peripheral blood loss, 
342 


~-study of new bone formation provoked by 
subperiosteal injections of blood plasma, 
extract of bone marrow, etc., investigation 
by experiments on animals, 330 
APPARATUS 
—acromioclavicular dislocation, end-results of 
screw suspension treatment, 332 
—medullary nail, presentation of a new type 
and report of a case, 326 
—modified Perthes apparatus accommodating 
six patients, 263 
—new material and tube design in gastroin- 
testinal intubation, 278 
APPENDIX 
—acute appendicitis, analysis of eight hundred 
and seventy-eight cases at St. Luke’s Hos- 
pital, Chicago, 293 
—appendiceal stump, 293 
ARTERIES 
—anastomosis of severed arteries by a nonsuture 
method, 318 
—arterial injuries, 319 
—sympathectomy for obliterative arterial dis- 
ease, indications and _ contraindications, 
247 
ARTHRITIS 
—observations on the management of suppura- 
tive arthritis of the knee joint, 334 
BILIARY TRACT 
—carcinoma of the gall bladder, report of 
seventy-five cases, 302 
—cholecystitis and cholelithiasis, 303 
—comparative study of the action of demerol 
and opium alkaloids in relation to biliary 
spasm, 301 
BLOOD 
—anastomosis of severed arteries by a nonsuture 
method, 318 
—experimental studies of arteriovenous fistula 
with regard to the development of collateral 
circulation, 316 
—procaine block of the sympathetic nerves in 
the study of intractable pain and circula- 
tory disorders, 247 
BONES 
—chondrosarcoma, 329 
—nerve lesions complicating certain closed bone 
injuries, 243 
—penicillin in the treatment of chronic osteo- 
myelitis, 331 
—-study of new bone formation provoked by 
subperiosteal injections of blood plasma, 
extract of bone marrow, etc., investigation 
by experiments on animals, 330 
BOOK REVIEWS 
—British surgical practice, volumes I & II, 348 
—cancer diagnosis, treatment, and prognosis, 
347 
—handbook on fractures, 353 
—hernia, 349 
~-history of medicine, 351 
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—medical center seventy-ninth annual report 
of the Presbyterian Hospital, including 
Babies Orthopaedic Hospital, Sloane Hos- 
pital and Vanderbilt Clinic, 1947, 351 

—pathologic physiology of thyrohypophyseal re- 
lationships, clinical, therapeutic, and ex- 
perimental studies, 347 

shock, 351 

—surgical disorders of the chest, 353 

—surgical treatment for abnormalities of the 
heart and great vessels, 350 

—text-book of pathology, introduction to medi- 
cine, 350 

BRAIN 

—conservative treatment of third ventricle tu- 
mors, 234 

—further studies on skull fractures and brain 
injuries, 235 

—-penetrating wounds of the cerebral ventricles, 
239 

—role of pinealomas in the causation of dia- 
betes insipidus, 238 

—surgical treatment of tumors of the pituitary 
body, 240 

—treatment of focal epilepsy by cortical ex- 
cision, 237 

BREAST 

—breast cancer, 272 

—surgical correction of hypertrophy and ptosis 
of the female breast, clinical investigation 
of 300 cases with examination of a new 
method, 273 

—treatment of postoperative swelling of the 
arm following mastectomy, preliminary re- 
port, 275 

BURNS 

—redistribution of body water and the fluid 

therapy of the burned patient, 341 
CANCER—See also under organs and regions. 

—diagnostic errors in carcinoma of the large 
intestine, 296 

~—-papillary carcinoma of the thyroid and lateral 
cervical region, so-called “lateral aberrant 
thyroid”, 257 

—breast cancer, 272 

—carcinoma of esophagus and cardiac end of 
stomach, 269 

—carcinoma of the rectum, 297 

—carcinoma of the thyroid, 253 

—experiences in the surgical treatment of mul- 
tiple visceral neoplasms, 277 

—intrapleural resection of the esophagus and 
the heart, total gastrectomy with one-step 
esophagogastric, and esophagojejunal anas- 
tomoses in cancer, 270 

CEREBELLUM 

—penetrating wounds of the cerebral ventricles, 

239 
CHOLINESTERASE 

—administration of di-isopropyl fluorophosphate 
(DFP) to man, II, effect on intestinal 
motility and use in the treatment of ab- 
dominal distention, 226 

CHONDROSARCOMA 
—chondrosarcoma, 329 
CIRCULATION—See Blood. 

COLON 

—volvulus of the sigmoid colon and its treat- 

ment, 295 


CRANIUM 
—conservative treatment of third ventricle 
tumors, 234 
—further studies on skull fractures and brain 
injuries, 235 
traumatic intracranial hemorrhage, 233 
DEMEROL—See Meperidine. 


DIABETES INSIPIDUS 
—role of pinealomas in the causation of dia- 
betes insipidus, 238 
DISLOCATIONS—See also under names of joints. 
DIVERTICULA—See under names of organs. 
DRAINAGE 
—new material and tube design in gastroin- 
testinal intubation, 278 
DRUGS 
—comparative study of the action of demerol 
and opium alkaloids in relation to biliary 
spasm, 301 
DUODENUM 
—diverticula of the duodenum and jejunum 
with a report of a new technical procedure 
to facilitate their removal and a discussion 
of their surgical significance, 289 
ELECTROTHERAPY 
cardiac resuscitation, 224 
EMPYEMA 
—decortication in chronic empyema of tubercu- 
lous origin, 262 
—further observations on the dissection of vis- 
ceral pleural synechias, as a method of 
eliminating pleural cavities in chronic gun- 
shot pleural empyemas, 264 
EPILEPSY 
—treatment of focal epilepsy by cortical ex- 
cision, 237 
EPINEPHRINE 
—cardiac resuscitation, 224 
ESOPHAGUS 
—carcinoma of esophagus and cardiac end of 
stomach, 269 
—congenital atresia of the esophagus, 270 
—intrapleural resection of the esophagus and 
the heart, total gastrectomy with one-step 
esophagogastric, and esophagojejunal anas 
tomoses in cancer, 270 
FISTULA 
—diverticula of the duodenum and jejunum 
with a report of a new technical procedure 
to facilitate their removal and a discussion 
of their surgical significance, 289 
—experimental studies of arteriovenous fistula 
with regard to the development of collateral 
circulation, 316 
FLUIDS 
post-traumatic renal insufficiency, 339 
pulmonary edema, experimental observations 
on dogs following peripheral blood loss, 
342 
—redistribution of body water and the fluid 
therapy of the burned patient, 341 


—nutritive abdominal allergy as seen by the 
surgeon, 279 
FOREIGN BODIES 
—foreign body localization in the soft parts, 
simple method requiring no especial train- 
ing or equipment, 229 
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FRACTURES 
—medullary nail, presentation of a new type 
and report of a case, 326 
—nerve lesions complicating certain closed 
bone injuries, 243 
CALLBLADDER 
—carcinoma of the gall bladder, report of 
seventy-five cases, 302 
—cholecystitis and cholelithiasis, 303 
GANGLION 
—ganglia in the communicating rami of the 
cervical sympathetic trunk, 245 
GASTROINTESTINAL TRACT 
—behavior of gastric and duodénal ulcer in a 
fishing district in the North of Norway, 
287 


—carcinoma of the rectum, 297 
—diagnostic errors in carcinoma of the large 
intestine, 296 
—nutritive abdominal allergy as seen by the 
surgeon, 279 
—resection and primary anastomosis in the 
treatment of gangrenous or non-reducible 
intussusceptions in children, safe, simple, 
one-layer silk anastomosis, 300 
—volvulus of the sigmoid colon and its treat- 
ment, 295 
—appendiceal stump, 293 
—experiences in the surgical treatment of mul- 
tiple visceral neoplasms, 277 
—principles governing total gastrectomy, report 
of forty-one cases, 286 
—subtotal gastrectomy for gastric ulcer, study 
of end results, 284 
—symposium on vagotomy for peptic ulcer, 
II, early surgical results in forty-three 
cases, 283 
GELATIN 
—control of hemorrhage from wounds of the 
heart by the gelatin sponge “patch” tech- 
nic, new experimental method, 267 
CENITO-URINARY TRACT 
—case of male pseudohermaphroditism, im- 
portance of psychiatry in the surgery of 
this condition, 312 
—etiology of benign prostatic hypertrophy, 309 
—renal salvage, 311 
—ureteral diverticulum, classification of the 
literature and report of an authentic case, 
310 
~-Wilms’s tumor in the adult, review of litera- 
ture and report of three additional cases, 
311 
HEAD 
—acute injuries to the neck involving the food 
and air passages, 248 
HEART 
—blue baby with congenital pulmonary steno- 
sis, 268 
cardiac resuscitation, 224 
—control of hemorrhage from wounds of the 
heart by the gelatin sponge “patch” tech- 
nic, new experimental method, 267 
HEMORRHAGE 
—control of hemorrhage from wounds of the 
heart by the gelatin sponge “patch” tech- 
nic, new experimental method, 267 
~—traumatic intracranial hemorrhage, 233 


HERMAPHRODITISM 
—case of male pseudohermaphroditism, impor- 
tance of psychiatry in the surgery of this 
condition, 312 
HERNIA 
—hernial repair using Cooper’s ligament, fol- 
low-up studies on three hundred and sixty- 
seven operations, 281 
HIPS 
—injuries to the hip joint, traumatic disloca- 
tions incurred chiefly in jeep accidents in 
Word War II, 327 
HYPERTHYROIDISM—See Thyroid. 


INDUSTRY AND OCCUPATIONS 
—behavior of gastric and duodenal ulcer in a 
fishing district in the North of Norway, 
287 
INJURIES—See also Trauma. 
—acute injuries to the neck involving the food 
and air passages, 248 
INTESTINES 
administration of di-isopropyl fluorophosphate 
(DFP) to man, II, effect on intestinal 
motility and use in the treatment of ab- 
dominal distention, 226 
—-diagnostic errors in carcinoma of the large 
intestine, 296 
—volvulus of the sigmoid colon and its treat- 
ment, 295 
INTUSSUSCEPTION 
—resection and primary anastomosis in the 
treatment of gangrenous or non-reducible 
intussusceptions in children, safe, simple, 
one-layer silk anastomosis, 300 
JOINTS 
—acromioclavicular dislocation, end-results of 
screw suspension treatment, 332 
—observations on the management of suppura- 
tive arthritis, 334 
KIDNEYS 
post-traumatic renal insufficiency, 339 
—renal function studies in the wounded, 338 
—renal salvage, 311 
—Wilms’s tumor in the adult, review of litera- 
ture and report of three additional cases, 
311 
KNEE 
—internal derangements of the knee, 335 
—observations on the management of suppura- 
tive arthritis of the knee joint, 334 
LUNGS 
—pulmonary edema, experimental observations 
on dogs following peripheral blood loss, 
342 
—recent advances in pulmonary surgery, 258 
MEPERIDINE 
—comparative study of the action of demerol 
and opium alkaloids in relation to biliary 
spasm, 301 
MUSCLES 
—studies on the scalenus anticus syndrome, 319 
—surgical treatment for symptoms produced by 
cervical ribs and the scalenus anticus 
muscle, 315 
NECK 
—acute injuries to the neck involving the food 
and air passages, 248 
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NEOPLASMS— See Cancer. 
NERVES 
nerve lesions complicating certain closed 
bone injuries, 243 
section of the vagus nerves to the stomach 
in the treatment of peptic ulcer, compli- 
cations and end results after four years, 
290 
symposium on vagotomy for peptic ulcer, II, 
early surgical results in forty-three cases, 
283 


—treatment of pancreatic pain by splanchnic 
nerve section, 306 
NERVOUS SYSTEM, SYMPATHETIC 
—ganglia in the communicating rami of the 
cervical sympathetic trunk, 245 
—-procaine block of the sympathetic nerves in 
the study of intractable pain and circula- 
tory disorders, 247 
—sympathectomy for obliterative arterial dis- 
ease, indications and _ contraindications, 
247 
—thoracolumbar sympathectomy for hyperten- 
sion, improvements in paravertebral and 
transpleural routes to facilitate extensive 
neurectomy, 245 
-treatment of pancreatic pain by splanchnic 
nerve section, 306 
NEUROSURGERY—See Brain. 
OPIUM 
—comparative study of the action of demerol 
and opium alkaloids in relation to biliary 
spasm, 301 
ORTHOPEDICS 
-——acromioclavicular dislocation, end-results of 
screw suspension treatment, 332 
—chondrosarcoma, 329 
injuries to the hip joint, traumatic disloca- 
tions incurred chiefly in jeep accidents in 
World War II, 327 
— internal derangements of the knee, 335 
medullary nail, presentation of a new type 
of a case, 326 
—observations on the management of suppura- 
tive arthritis of the knee joint, 334 
~-penicillin in the treatment of chronic osteo- 
myelitis, 331 
study of new bone formation provoked by 
subperiosteal injections of blood plasma, 
extract of bone marrow, etc., investigation 
by experiments on animals, 330 
*STEOMYELITIS 
~-penicillin in the treatment of chronic osteo- 
myelitis, 331 
PAIN 


~-procaine block of the sympathetic nerves in 
the study of intractable pain and circula- 
tory disorders, 247 

aa relief of pain in paraplegic patients, 
242 

—treatment of pancreatic pain by splanchnic 
nerve section, 306 

PANCREAS 

—pancreatic calculi, 305 

—surgery of the pancreas, 307 

—treatment of pancreatic pain by splanchnic 
nerve section, 306 


PARAPLEGIA—See Paralysis. 


- 


PARALYSIS 
—surgical relief of pain in paraplegic patients, 
242 
PENICILLIN 
~acute injuries to the neck involving the food 
and air passages, 248 
—penicillin in the treatment of chronic osteo- 
myelitis, 331 
PEPTIC ULCER 
—behavior of gastric and duodenal ulcer in a 
fishing district in the North of Norway, 
287 
—section of the vagus nerves to the stomach in 
the treatment of peptic ulcer, complications 
and end results after four years, 290 
—subtotal gastrectomy for gastric ulcer, study 
of end results, 284 
—symposium on vagotomy for peptic ulcer, II, 
early surgical results in forty-three cases, 
283 
PITUITARY BODY 
—surgical treatment of tumors of the pituitary 
body, 240 
PLASTICS 
—new material and tube design in gastroin- 
testinal intubation, 278 
PLASTIC SURGERY-—See Surgery. 
PLEURA 
—further observations on the dissection of vis- 
ceral pleural synechias, as a method of 
eliminating pleural cavities in chronic gun- 
shot pleural empyemas, 264 
PNEUMOTHORAX 
—-improved surgical methods in closures of 
the open pneumothorax, adapted to wound 
localization, 263 
PROCAINE AND PROCAINE COMPOUNDS 
—procaine block of the sympathetic nerves in 
the study of intractable pain and circula- 
tory disorders, 247 
—treatment of postoperative swelling of the 
arm following mastectomy, preliminary re- 
port, 275 
PROTOLOGY 
—diagnostic errors in carcinoma of the large 
intestine, 296 
—volvulus of the sigmoid colon and its treat- 
ment, 295 
PROSTATE 
—etiology of benign prostatic hypertrophy, 309 
RECTUM 
—carcinoma of the rectum, 297 
RESUSCITATION 
—cardiac resuscitation, 224 
RIBS 
—-surgical treatment for symptoms produced by 
cervical ribs and the scalenus anticus 
muscle, 315 
ROENTGENOTHERAPY 
—carcinoma of the thyroid, 253 
—role of pinealomas in the causation of dia- 
betes insipidus, 238 
ROENTGEN RAYS 
—foreign body localization in the soft parts, 
simple method requiring no especial train- 
ing or equipment, 229 
SCALENUS ANTICUS SYNDROME—See 
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SEX 
—case of male pseudohermaphroditism, impor- 
tance of psychiatry in the surgery of this 
condition, 312 
SHOCK 
—pulmonary edema, experimental observations 
on degs following peripheral blood loss, 
342 
—renal function studies in the wounded, 338 
SHOULDER 
—acromioclavicular dislocation, end-results of 
screw suspension treatment, 332 
SKULL—See Cranium. 
SPASM 
—comparative study of the action of demerol 
and opium alkaloids in relation to biliary 
spasm, 301 
SPINAL CORD 
—-surgical relief of pain in paraplegic patients, 
242 
STATISTICS 
—hbehavior of gastric and duodenal ulcer in a 
fishing district in the North of Norway, 
287 
STILBESTEROL 
—case of male pseudohermaphroditism, impor- 
tance of psychiatry in the surgery of this 
condition, 312 
SUCTION APPARATUS—See Apparatus. 
SUTURES 
—metallic sutures and ligatures, 228 
SURGERY 
—carcinoma of the rectum, 297 
—case of male pseudohermaphroditism, impor- 
tance of psychiatry in the surgery of this 
condition, 312 
—some recent developments in plastic surgery, 
251 
postoperative care: 
—taleum powder granuloma, frequent and 
serious postoperative complication, 230 
progress: 
—blue baby with congenital pulmonary stenosis, 
268 


—carcinoma of the gall bladder, report of 
seventy-five cases, 302 

—chondrosarcoma, 329 

—congenital atresia of the esophagus, 270 

—experiences in the surgical treatment of mul- 
tiple visceral neoplasms, 277 

—pancreatic calculi, 305 

—principles governing total gastrectomy, report 
of forty-one cases, 286 

—renal salvage, 311 

—subtotal gastrectomy for gastric ulcer, study 
of end results, 284 

—surgery of the pancreas, 307 

—symposium on vagotomy for peptic ulcer, IT, 
_ surgical results in forty-three cases, 
83 


technic: 

~—acromioclavicular dislocation, end-results of 
screw suspension treatment, 332 

—anastomosis of severed arteries by a nonsuture 
method, 318 

—appendiceal stump, 293 

—arterial injuries, 319 


—carcinoma of esophagus and cardiac end of 
stomach, 269 

—cholecystitis and cholelithiasis, 303 

—foreign body localization in the soft parts, 
simple method requiring no especial train- 
ing, 229 

—further observations on the dissection of vis- 
ceral pleural synechias, as a method of 
eliminating pleural cavities in chronic gun- 
shot pleural empyemas, 264 

—hernial repair using Cooper’s ligament fol- 
low-up studies on three hundred and sixty- 
seven operations, 28] 

—intrapleural resection of the esophagus and 
the heart, total gastrectomy with one-step 
esophagogastric, and esophagojejunal anas- 
tomoses in cancer, 270 

—medullary nail, presentation of a new type 
and report of a case, 326 

—observations on the management of suppura- 
tive arthritis of the knee joint, 334 

—recent advances in pulmonary surgery, 258 

—resection and primary anastomosis in the 
treatment of gangrenous or non-reducible 
intussusceptions in children, safe, simple, 
one-layer silk anastomosis, 300 

—surgical correction of hypertrophy and ptosis 
of the female breast, clinical investigation 
of 300 cases with examination of a new 
method, 273 

—surgical treatment for symptoms produced 
by cervical ribs and the scalenus anticus 
muscle, 315 

—thoracolumbar sympathectomy for hyperten- 
sion, improvements in paravertebral and 
transpleural routes to factilitate extensive 
neurectomy, 245 

—treatment of pancreatic pain by splanchnic 
nerve section, 306 

SYMPATHECTOMY 

—sympathectomy for obliterative arterial dis- 
ease indications and contraindications, 247 

—thoracolumbar sympathectomy for hyperten- 
sion, improvements in paravertebral and 
transpleural routes to facilitate extenisve 
neurectomy, 245 

TALC 

—talecum powder granuloma, frequent and 

serious postoperative complication, 230 
TETRALOGY OF FALLOT—See Heart. 


THIOURACIL (THIOUREA DERIVATIVE) 
—See Thyroid. 
THORAX 
—anesthetic mortality in intrathoracic surgery, 
259 
—cavernostomy, 265 
—decortication in chronic empyema of tubercu- 
lous origin, 262 
—improved surgical methods in closures of 
the open pneumothorax, adapted to wound 
localization, 263 
—recent advances in pulmonary surgery, 258 
THROMBOPHLEBITIS 
—postthrombotic sequelae of the lower ex- 
tremity, treatment of superficial femoral 
vein interruption and stripping of the 
saphenous veins, 322 
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THYROTOXICOSIS—See Thyroid. 
THYROID 
—carcinoma of the thyroid, 253 
—papillary carcinoma of the thyroid and lateral 
cervical region, so-called “lateral aberrant 
thyroid”, 257 
—thyrotoxie crisis, analysis of thirty-six cases 
seen at the Massachusetts General Hospital 
during the past twenty-five years, 256 
—use of thiouracil, thiobarbital and propyl 
thiouracil in patients with hyperthyroidism, 
253 
TRAUMA 
—injuries to the hip joint, traumatic disloca- 
tions incurred chiefly in jeep accidents in 
World War II, 327 
—post-traumatic renal insufficiency, 339 
—renal function studies in the wounded, 338 
—traumatic intracranial hemorrhage, 233 
TUBERCULOSIS 
—cavernostomy, 265 
—decortication in chronic empyema of tubercu- 
lous origin, 262 
TUMORS—See also under names of organs and 
regions. 
—trole of pinealomas in the causation of dia- 
betes insipidus, 238 
—surgical treatment of tumors of the pituitary 
body, 240 
ULCERS 
Peptic:—See Peptic Ulcer. 


URETERS 
—ureteral diverticulum, classification of the 


literature and report of an authentic case, 
310 
UROLOGY 
—trenal salvage, 311 
—Wilms’s tumor in the adult, review of litera- 
ture and report of three additional cases, 
311 
VAGOTOMY-—See Nerves. 
VARICOSE VEINS 
—postthrombotic sequelae of the lower extrem- 
ity, treatment by superficial femoral vein 
interruption and stripping of the saphenous 
veins, 322 
—simplification of the diagnosis of varieose 
veins, 321 
VEINS 
—applied anatomy of the femoral vein and its 
tributaries, 323 
—postthrombotic sequelae of the lower ex- 
tremity, treatment by superficial femoral 
vein interruption and stripping of the 
saphenous veins, 322 
WOUNDS AND INJURIES 
—further observations on the dissection of vis- 
ceral pleural synechias, as a method of 
eliminating pleural cavities in chronic gun- 
shot pleural empyemas, 264 
penetrating wounds of the cerebral ventricles, 
239 
post-traumatic renal insufficiency, 339 
—-renal function studies in the wounded, 338 


(Sie 
R44 
\ 


